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Our  physician  referral  service 
is  for  doctors,  too 


Just  call  428-4100  or  1-800-372-9900  toll-free  in  Delaware 


The  Medical  Center  of  Dela- 
ware’s NEED-A-PHYSICIAN® 
referral  service  has  received 
thousands  of  calls  since  it  was 
initiated  in  June  1987.  We’ve 
made  physician  and  dentist 
referrals  to  people  who  are  new 
to  town.  We’ve  made  referrals  to 
those  looking  for  specialists. 
We've  linked  hundreds  of  people 
throughout  Delaware  and  sur- 
rounding states  to  the  right  doc- 
tor at  the  right  time. 

But  NEED-A-PHYSICIAN®  is 
not  just  for  patients.  It’s  also  an 
ideal  networking  system  for 
doctors.  Our  friendly  and 
helpful  physician  referral  coor- 
dinator, a registered  nurse  with 


over  15  years'  experience,  can 
connect  you  to  some  of  the 
finest  specialists  in  the  region  to 
meet  the  unique  needs  of  you 
and  your  patients.  She  has  com- 
prehensive information  on 
medical  credentials,  accepted  in- 
surance, locatins  and  more.  And 
NEED-A-PHYSICIAN®  is  fast, 
free,  confidential  and 
convenient. 

So  call  NEED-A-PHYSICIAN® 
at  the  Medical  Center  of  Dela- 
ware at  428-4100  today  for  a 
quick,  confidential  referral.  Or 
clip  the  coupon  and  we’ll  send 
you  more  information  about  our 
service  and  how  you  can  benefit 
from  it. 


I 

Please  send  me  more  in 
formation  about  NEED-A- 
PHYSICIAN®  at  the  Medical 
Center  of  Delaware. 

Name  

Address  

City  

State Zip 

Phone  Number  

Specialty  

FT]  I would  like  to  receive  at 
personal  call  from  the  Medical 
Center  of  Delaware's  physician 
relations  coordinator  to  discuss 
how  I can  benefit  from  NEED-A- 
PHYSICIAN® 

dm.  I 
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MEDLAB  AND  MAYO  MEDICAL  LABORATOF 
AN  UNBEATABLE  COMBINATION!  j 


Mayo  Medical  Laboratory 


Medlab 


Medlab  Clinical  Testing  Inc.  has  joined  forces  with  Mayo  Medical  Laboratory  (reference  laboratory 
for  Mayo  Clinic)  to  offer  you  the  best  combination  in  laboratory  testing  services.  The  superior  local 
service  and  quality  of  Medlab  is  now  combined  with  the  excellence  and  unsurpassed  depth  of 
technical  support  from  one  of  the  world’s  most  prestigious  reference  laboratories,  Mayo  Medical 
Laboratory. 


Convenient  local  courier  service 

Local  STAT  service 

Rapid  turnaround  on  routine  tests 

Second  opinions  from  Mayo  on 
difficult  cases 


• Free  consultation  from  both  labs  on 
your  laboratory  tests 

• Complete  menu  of  esoteric  tests  from 
Mayo 

• Technical  seminars  at  Medlab  with 
expert  speakers  from  Mayo 


Plus  monthly  literature  from  the  Mayo  Clinic,  including  Mayo  Clinic  Health  Update,  Mayo  Clinic 
Nutrition  Letter,  Mayo  Communique,  the  useful  Mayo  Laboratory  Handbook,  and  other  publications, 
free,  courtesy  of  Medlab. 

By  selecting  Mayo  as  its  reference  laboratory,  Medlab  sets  the  new  standard  for  laboratory  service 
and  quality  in  Delaware. 


me* 
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Twenty-Fourth  Annual  Main  Line  Conference 


Thursday,  Friday  and  Saturday 
April  26,  27  and  28, 1990 

THE  AMERICAN  COLLEGE  • BRYN  MAWR,  PA. 

Sponsored  by 


THE  BRYN  MAWR  HOSPITAL 

In  affiliation  with  Jefferson  Medical  College 


PROGRAM  INCLUDES: 

• Antibiotics 

• Cancer 

• Case  Presentations 

• Cost  Effective  Medicine 

• Evaluating  Patients  for  Disability 

• Geriatrics 

• Iatrogenic  Illness 

• Innocent  Murmurs 

• Myocardial  Infarct 

• Pediatrics 

• Psychiatry 

• Pulmonary  Problems 

• Sports  Medicine 

• Plus  25  Concurrent  Clinics 

ACCREDITATION: 

AMA 


GUEST  SPEAKERS: 

Jeffrey  E.  Escher,  M.D. 

Director,  Outpatient  Geriatric  Assessment 
Westchester  County  Medical  Center 
and ' 

Director,  Geriatric  Consult  Service 
Westchester  County  Medical  Qenter 
New  York  Medical  College 
Valhalla,  New  York 

Bert  E.  Park,  M.D. 

Chairman,  Neurology  and  Neurosurgery 
St.  John's  Regional  Health  Center 
and  Lester  E.  Cox  Medical  Centers 
Springfield,  Missouri 

Douglas  A.  Wayne,  M.D. 

Medical  Director 
Rehabilitation  Unit 
Rehab  Care 

Humana  - St.  Lukes  Hospital 
Richmond,  Virginia 


FOR  INFORMATION  WRITE: 

Harold  J.  Robinson,  M.D. 

Director,  Main  Line  Conference 
The  Bryn  Mawr  Hospital 
Bryn  Mawr,  Pennsylvania  19010 


Registration  Fee:  $250.00 

(includes  3 luncheons  and  1 dinner  with  cocktails) 


As  an  organization  accredited  by  the  Accreditation  Council 
for  Continuing  Medical  Education  (ACCME)  for  its  continuing 
medical  education  program,  Jefferson  Medical  College 
designates  this  activity  as  meeting  the  criteria  for  20  credit 
hours  in  Category  I of.  the  Physician’s  Recognition  Award  of 
the  American  Medical  Association. 

AAFP 

This  program  has  been  reviewed  and  is  acceptable  for  19 
Prescribed  hours  by  the  American  Academy  of  Family 
Physicians. 

AOA 

Approved 
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The  Comprehensive  Headache  Center 

at  The  Germantown  Hospital  and  Medical  Center 
in  cooperation  with  Temple  University  School  of  Medicine,  Department  of  Neurology 

Presents 


The  Sixth  Headache  Symposium 


Update  in  the  Diagnosis  and  Treatment 
of  Headache,  Facial  Pain  and  Neuralgia 

Presented  by  a nationally  known  panel  of  headache  experts. 


Saturday,  March  16, 1991 
8:30  A.M.  -3:15  P .M. 

at  The  Germantown  Hospital  and  Medical  Center 

One  Penn  Boulevard,  Philadelphia,  PA 

(adjacent  to  LaSalle  University  at  the  intersection  of  Wister,  Chew  and  Olney  Avenues) 


Featured  Speakers  and  Topics: 


Moderator:  Elliott  A.  Schulman,  M.D.* 

Attending  Neurologist, 

The  Germantown  Hospital  and  Medical  Center, 
Associate  Professor  of  Neurology, 

Temple  University  Hospital 

Pathogenesis  and  Current  Treatment  of  Migraine 

Stephen  D.  Silberstein,  M.D.* 

Chief,  Neurology  Section, 

The  Germantown  Hospital  and  Medical  Center; 
Associate  Professor  of  Neurology, 

Temple  University  Hospital 

The  Emergency  Treatment  of  Headache 

John  G.  Edmeads,  M.D. 

Professor  of  Medicine  (Neurology), 
University  of  Toronto 

Management  of  the  Cranial  Neuralgias  and 
Atypical  Facial  Pain 

Donald  J.  Dalessio,  M.D. 

Senior  Consultant,  Division  of  Neurology,  Scripps  Clinic 
and  Research  Foundation,  Lalolla,  California 

Neuro-Ophthalmologic  Complications  of  Migraine 
Diagnosis  and  Management  of  Idiopathic 
Intracranial  Hypertension  (Pseudotumor  Cerebri) 

James  J.  Corbett,  M.D. 

Professor  and  Chairman,  Department  of  Neurology, 
University  of  Mississippi  Medical  Center 


Additional  participants  will  include: 


Gregory  J.  Tramuta,  M.D.*,  Chief,  Psychiatry  Section 
The  Germantown  Hospital  and  Medical  Center; 
Associate  Clinical  Professor  of  Psychiatry, 
Temple  University  Hospital 

Ronald  S.  Kaiser,  Ph.D.*,  Licensed  Psychologist; 
Affiliate,  Psychiatry  Section, 

The  Germantown  Hospital  and  Medical  Center; 
Assistant  Professor,  Department  of  Psychiatry, 
Temple  University 

Joseph  P.  Primavera,  III,  M.A.*,  Licensed 
Psychologist;  Affiliate,  Psychiatry  Section, 

The  Germantown  Hospital  and  Medical  Center 

William  B.  Young,  M.D.,  Attending  Neurologist, 
The  Germantown  Hospital  and  Medical  Center 

A round-table  discussion  will  include  controversial 
topics  in  headache  management  and  difficult  cases. 
Plan  to  bring  your  difficult  cases  for  discussion. 

*Co-Director,  Comprehensive  Headache  Center 
Funding  for  this  Symposium  provided  by  GLAXO,  INC. 


cm. 

HEADACHE  CENTER 

at  The  Germantown  Hospital 
and  Medical  Center 


Credits: 

5 Category  I credits  for  AMA  Physician's 
Recognition  Award 

Registration  Fee : 

$25.00  (includes  coffee  break,  lunch  and 
registration  materials)  Return  by  March  1,  1991. 

Please  make  checks  payable  to: 

The  Germantown  Hospital  and  Medical  Center 

Comprehensive  Headache  Center 

One  Penn  Boulevard,  Philadelphia,  PA  19144 


President's  Page 


William  H.  Duncan,  M.D. 
President 


Is  the  Medical  Society  Meeting  Your  Needs? 


One  of  the  modern  adages  that  I happen  to  be 
■ a real  believer  of  is,  “If  it  ain’t  broke,  don’t  fix  it.” 

' With  that  in  mind,  that  is  how  I am  approaching 
the  review  of  the  organizational  structure  of  our 
) Medical  Society  as  we  approach  the  21st  century. 

The  question  for  each  member  then  is,  “Is  the 
Medical  Society  of  Delaware  meeting  your  needs 
in  the  educational,  economic,  political  and  ethical 
aspects  of  your  practice?”  If  so,  I am  very  in- 
terested in  hearing  from  you  what  you  perceive 
to  be  our  strengths  but  also  what  weaknesses  you 
may  have  noted.  If  not,  why  not?  What  can  the 
Society  do  to  promote  the  science  and  art  of 
medicine,  to  uphold  the  ideals  and  ethical  prin- 
ciples of  the  medical  profession  and  improve  the 
public’s  health? 

Currently,  our  policy-making  is  vested  in  a 
House  of  Delegates  of  148  members  that  meets 
annually.  A Board  of  Trustees  of  26  members 
manages  the  affairs  of  the  Society  between  the 
annual  meetings.  The  membership  of  these  two 
bodies  is  primarily  based  on  the  membership  in 
the  three  component  societies,  the  county 
medical  societies. 

The  Board  of  Trustees  supervises  or  monitors 
11  standing  committees,  18  special  committees, 
21  specialty  societies,  23  special  liaison  or 


representative  physicians  and  five  special  ac- 
tivities (the  legislative  specialist,  the  Delaware 
Medical  Journal,  a representative  to  the 
Delaware  Academy  of  Medicine,  DELPAC  and 
MSDIS,  the  insurance  subsidiary). 

Our  employed  Executive  Director  assists  both 
the  House  of  Delegates  and  the  Board  of  Trustees 
in  their  duties. 

One  last  statistic:  113  members  serve  on  the 
Standing  Committees,  and  324  serve  on  the 
Special  Committees. 

This  organization  has  served  and  is  serving  us 
well.  Any  member  who  wishes  to  participate  has 
the  opportunity  to  do  so.  Over  one-third  of  our 
members  are  involved.  We  do  have  a real  par- 
ticipatory democracy. 

In  the  next  several  weeks  these  and  more 
detailed  facts  will  be  presented  to  each  officer, 
committee,  county  society  president  and  other  in- 
terested parties  to  ask  them  to  critically  review 
their  part  in  the  organization  and  to  make  recom- 
mendations for  the  future  of  our  Society. 

On  a completely  different  subject  I would  like 
to  acknowledge  and  add  my  personal  congratula- 
tions and  thanks  for  all  they  do  for  the  Society  to 
the  recipients  of  the  1989  President’s  Award  and 
the  1989  Society’s  Distinguished  Service  Award 
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Presidents  Page 

to  Steve  Permut,  M.D.  and  Diana  Dickson- 
Witmer,  M.D.  respectively. 

Steve  was  recognized  for  his  service  and 
outstanding  contributions  to  medicine  in 
establishing  the  Society’s  Legislative  Action 
Committee. 

Diana’s  award  was  in  recognition  and  apprecia- 
tion of  her  contribution  of  time  and  service  to  the 
profession  of  medicine  and  the  citizens  of 
Delaware  in  promoting  AIDS  education  in  our 
school  districts. 


William  H.  Duncan,  M.D. 
President 


JEFFERSON  MEDICAL  COLLEGE 
OF 

THOMAS  JEFFERSON  UNIVERSITY 

Department  of  Neurology 


proudly  announces 
Its  2nd  Annual  winter  Symposium 


Basic  Approaches 
to  common 
Neurological  Disorders 


February  22-24, 1990 
to  be  held  at 

The  Philadelphia  Hershey  Hotel 
Philadelphia,  PA 


Program  Directors: 

Robert  J.  Schwartzman,  M.D  and 
Patricio  F.  Reyes,  M.D. 

For  further  information  call  (215)  928  6992. 


ORDER  FORM  ORDER  FORM  ORDER  FORM 

“MEDCAST  ’89” 

A Video  Documentary  Featuring 
the  Re-enactment  of  the  Founding 
of  the  Medical  Society  of  Delaware. 

Saturday,  May  13,  1989 
The  Old  State  House 
Dover,  Delaware 


“Medcast  ’89”  is  a 15  minute  production  available  in  VHS  format. 

I wish  to  order “Medcast  ’89”  video  tapes  at  a cost  of  $20.00  each. 

Total  amount  due:  $ 

Please  make  check  payable  to  the  Medical  Society  of  Delaware. 


Name  (Please  Print)  Street  Address 


City  State  Zip 

Return  form  with  check  to  the  Registration  Desk  or  mail  to  the  Medical  Society  of  Delaware, 
1925  Lovering  Avenue,  Wilmington,  DE  19806. 
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Manual 

Systems 

Lose 

Money  . . . 


Improve  your  cash  flow  through  timely  automatic  insurance  form 
generation,  and  proper  follow  up  of  overdue  insurances.  Increase 
patient  visits  and  practice  revenue  via  “Recall”  System.  Improve 
patient  flow  with  proper  scheduling  to  prevent  “peaks  and  valleys”. 
Allow  practice  growth  without  additional  employees.  Organize  your 
medical  and  financial  data  for  fast  access.  Save  existing  time  and 
reduce  office  stress. 

Effectively  increase  your  income  by  80%,  90%,  or  100%  without 
increasing  the  size  or  volume  of  your  practice. 

Call  us. 

stellimann  kaissey  limited 
(302)  888-3200 

practice  management  consultants. 

P.S.  Please  come  visit  us  at  exhibit  space  #1  at  the  200th  Annual 

Meeting  of  the  Medical  Society  of  Delaware  on  November  18,  1989. 


THINK  OF  US  AS 
YOUR  PERSONAL 
ART  DEPARTMENT 


SLIDES 


ILLUSTRATIONS 


PHOTOGRAPHS 


SERVICE 


jMo  one,  not  even  an  in-house  department,  offers  you 
faster  turn-around  on  all  your  work.  With  our  new 
FAX  Service  you  can  send  your  instructions  to  us  in 
the  afternoon,  we'll  produce  the  slides  or  illustrations 
that  evening  and  deliver  them  to  you  the  next  day! 


MEDItam 


UNC 


Photography  and  Graphics 
for  Presentation  and  Publication 


P.O.Box  3332 
Wilmington,  DE  19804 
TEL  (302)  998  - 5580 
FAX  (302)  998  - 0144 
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GRAND  ROUNDS 

ANTIPHOSPHOLIPID  ANTIBODIES  IN  SYSTEMIC  LUPUS 
ERYTHEMATOSUS 


(Report  of  a Wilrnington-based  Study) 

James  H.  Newman,  M.D.,  FACP 
Robert  Abel,  M.T.,  (ASCP),  SH 
Philip  M.  Blatt,  M.D.,  FACP 


Introduction 

Systemic  lupus  erythematosus  (SLE)  is  a multi- 
system disorder  of  unknown  etiology  and  com- 
plex pathophysiology  involving  autoimmune 
phenomena.  Circulating  anticoagulants  have 
been  described  as  part  of  the  spectrum  of  autoan- 

Itibody  production  in  SLE  since  1952. 1 The  cor- 
i relation  between  the  lupus  anticoagulant  (LA) 
and  a tendency  toward  venous  and  arterial 
thrombotic  events  was  first  suggested  in  1961. 2 
The  lupus  anticoagulant,  anticardiolipin  anti- 
bodies (ACA),  and  the  antibody  which  causes  the 
biologic  false  positive  RPR  (BFP-RPR),  have  been 
shown  to  be  autoantibodies  which  react  with 
negatively  charged  phospholipids.  Since  the 
early  1980s,  there  has  developed  an  evolving 
understanding  of  the  clinical  events  associated 
with  these  anti-phospholipid  antibodies.  Venous 
and  arterial  occlusion,  fetal  loss,  and  throm- 
bocytopenia have  been  most  frequently  reported 
in  association  with  antiphospholipid  antibodies. 3 

Dr  Newman  is  a member  of  the  Associate  Staff,  Department  of  Medicine,  Divi- 
sion of  Rheumatology,  Medical  Center  of  Delaware. 

Mr  Abel  is  supervisor  of  the  Clinical  Coagulation  Laboratory  at  The  Medical 
Center  of  Delaware. 

Dr  Blatt  is  a member  of  the  Senior  Staff,  Department  of  Medicine,  Division  of 
Hematology,  Medical  Center  of  Delaware  and  is  Associate  Director  of  the 
Hematology  Laboratory  at  The  Medical  Center  of  Delaware. 

Presented  at  Medical  Grand  Rounds,  Department  of  Medicine,  Medical  Center 
of  Delaware  on  November  30,  1989. 

This  study  was  funded  by  the  Clinical  Research  Committee  of  the  Department 
of  Medicine. 


Most  clinical  studies  of  SLE  are  done  on 
university-based  clinic  populations  in  which  pa- 
tients may  be  pre-selected  for  severity  of  illness 
or  the  presence  of  a particular  clinical  manifesta- 
tion (i.e. , glomerulonephritis).  There  is  surpris- 
ingly little  data  on  community-based  private  pa- 
tients with  SLE  although  the  general  sentiment 
is  that  this  population  represents  a more  diverse 
group  with  a generally  benign  course.4  We  have 
studied  the  frequency  of  the  LA  and  associated 
antibodies  in  a population  of  SLE  patients  seen 
in  a single,  community-based  referral 
rheumatology  practice.  In  addition,  we  have 
evaluated  these  patients  by  review  of  their 
medical  charts  for  associated  thrombotic  and/or 
obstetrical  complications.  Finally,  we  have 
characterized  the  clinical  features  of  this  unique 
patient  population. 

Materials  and  Methods 

The  charts  of  all  patients  with  SLE  seen  con- 
secutively in  a private  practice  of  one  of  us  ( JHN ) 
during  a six-week  period  were  reviewed.  Forty- 
two  patients  were  included  in  this  study.  Thirty- 
five  of  42  clearly  met  the  1982  revised  American 
College  of  Rheumatology  (ACR)  criteria  for 
SLE.5  Seven  additional  patients  are  included 
who  do  not  meet  ACR  criteria  for  SLE  but  were 
felt  to  have  SLE  by  clinical  criteria.  Clinical  and 
laboratory  information  was  abstracted  by  review 
of  each  patient’s  office  chart. 
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After  signing  a Medical  Center  of  Delaware 
(MCD)  consent  form,  each  of  these  patients  was 
phlebotomized  at  MCD.  Evaluation  for  the  LA 
and  ACA  was  performed  by  a technologist  of  the 
clinical  coagulation  laboratory  of  MCD.  The  par- 
tial thromboplastin  time  (PTT),  tissue  throm- 
boplastin inhibition  test  (TTI),6  and  the  platelet 
neutralization  procedure  (PNP)7  (see  discussion) 
were  used  to  screen  for  the  presence  of  the  LA.  Its 
presence  was  diagnosed  only  in  those  patients 
with  an  abnormally  elevated  TTI  ratio  (>1.3)  at 
both  a 1:50  and  1:500  dilution,  and  a PNP  with 
shortening  of  at  least  four  seconds  when  compar- 
ing a saline  control  with  a sample  in  which 
platelets  are  added.  A prolonged  PTT  was  not  re- 
quired. ELISA  measurement  of  ACA  levels8  was 
abnormal  if  the  result  was  greater  than  three 
standard  deviations  (SD)  from  the  control  range 
(see  discussion). 

Results 

Of  42  consecutive  patients  with  SLE  entered  in- 
to the  study,  there  were  33  women  and  nine  men 
ranging  in  age  from  16  to  77  (Table  1).  There  were 
31  Caucasian,  nine  Black,  one  Oriental  and  one 
Hispanic  patients.  Duration  of  disease  was  from 
less  than  one  to  18  years.  The  only  patient  with 
SLE  for  less  than  one  year  had  procainamide 
induced  SLE  - the  only  patient  in  the  study  group 
with  drug-induced  SLE.  Thirty-nine  of  the  re- 
maining 41  patients  had  been  diagnosed  with 
SLE  for  at  least  two  years. 


TABLE  1 

AGE  CHARACTERISTICS  OF  PATIENTS 

AGE  BY  DECADE 

# OF  PATIENTS 

10-20 

4 

21-30 

12 

31-40 

10 

41-50 

5 

51-60 

5 

61-70 

4 

71-80 

2 

Serologic  data  are  summarized  in  Table  2. 
These  studies  were  obtained  in  the  course  of 


evaluating  each  patient  and  were  performed  at 
MCD  or  commercial  laboratories  by  standard 
techniques. 


TABLE  2 

SUMMARY 

OF  SEROLOGIC  DATA 

TEST 

#POSITIVE/#PATIENTS 

ANA  (1:40) 

42 

42 

Anti-DNA 

33 

42 

Anti-Ro 

12 

38 

Anti-La 

5 

38 

Anti-Sm 

2 

42 

Anti-RNP 

9 

42 

Hypocomplementemia  31 
for  C3  or  C4 

42 

Clinical  and  laboratory  data  were  abstracted 
from  patient  charts  and  appear  in  Table  3.  The 
listed  symptoms  and  signs  may  have  occurred  at 
any  point  in  the  patients’  course.  Many  addi- 
tional clinical  manifestations  were  observed  in- 
cluding myositis,  fever,  vasculitis,  lym- 
phadenopathy,  nasal  septal  perforation,  pan- 
niculitis, hypothyroidism,  thrombotic  throm- 
bocytopenic purpura,  hepatitis,  tendon  rupture, 
and  hypertension. 

Thirty-six  of  42  patients  required  cor- 
ticosteriods  and/or  immunosuppressive/cyto- 
toxic therapy  at  some  time  in  their  course.  Many 
received  anti-malarials,  salicylates,  or  non- 
steroidal agents.  The  one  patient  with 
procainamide-induced  SLE  improved  with 
discontinuation  of  the  drug  and  required  no 
treatment. 

Thrombotic  manifestations  included  deep 
venous  thrombosis  (DVT)  in  six  of  42  patients. 
Four  out  of  six  had  DVT  documented  via  non- 
invasive  testing  or  venography.  In  two  out  of  six 
there  was  a history  of  documented  DVT  requir- 
ing anticoagulation,  and  the  presenting  symp- 
toms were  identical  to  the  previously  diagnosed 
DVT.  One  of  the  six  DVT  events  was  also 
associated  with  pulmonary  embolism.  A seventh 
patient  had  a left  lateral  sinus  thrombosis 
diagnosed  by  computerized  tomography  of  the 
brain.  Two  patients  suffered  central  nervous 
system  thrombotic  events  (thrombotic  stroke  and 
transient  ischemic  attacks).  One  of  these  two  pa- 
tients was  previously  included  in  those  patients 
having  DVT. 
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TABLE  3 


CLINICAL  AND  LABORATORY  DATA 


MANIFESTATION 

#ABNORMAL  #EVALUATED 

Anemia01 

42 

42 

Coombs  Positivity 

19 

37 

Thrombocytopenia12’ 

14 

42 

Leukopenia13’ 

11 

42 

Glomerulonephritis'4’ 

9 

42 

Cutaneous 

Manifestations'5’ 

27 

42 

Keratoconjunctivitis 

Sicca 

13 

42 

Neuro  Psychiatric'6’ 

22 

42 

Serositis 

15 

42 

Raynauds 

14 

42 

Arthritis 

38 

42 

BFP-RPR 

9 

41 

(1)  HgB  < 11  Gm/DL 

(2)  Plat  < 150  CUMM 

(3)  WBC<  3.5  CUMM 

(4)  Diagnosed  clinically  in  9 and  confirmed 
histologically  in  6 

(5)  Typical  rash,  photosensitive  rash  or  alopecia 

(6)  10  patients  had  psychiatric  manifestations  only 
(including  depression,  personality  disorder,  ir- 
ritability, mood  swings  and  paranoid  delusions); 
13  patients  had  neurologic  manifestations  (in- 
cluding migraine  headaches,  TIA’s,  aseptic  men- 
ingitis, thrombotic  stroke,  peripheral  neuropathy, 
visual  loss,  dementia,  intracerebral  hemorrhage, 
papilledema,  seizures). 


Fourteen  of  the  33  women  in  the  study  had  one 
or  more  uncomplicated  pregnancies  (one  of  these 
offspring  was  born  with  congenital  heart  block 
and  died  soon  after  birth).  Three  other  women 
had  two  or  more  miscarriages.  Two  of  these  three 
women  also  successfully  completed  term 
pregnancies. 

The  LA  was  present  in  five  patients  (12%).  IgG 
ACA  were  present  in  14  patients  (34%)  and  IgM 
ACA  were  present  in  12  patients  (28%).  Five  pa- 
tients had  both  IgG  and  IgM  ACA  (12%).  Three 
patients  with  the  LA  also  had  IgG  ACA  (6%)  and 
two  patients  with  the  LA  had  IgM  ACA  (4%).  One 
patient  with  the  LA  had  both  IgG  and  IgM  ACA. 
Data  correlating  thrombotic  events,  fetal  loss, 
LA,  and  ACA  are  depicted  in  Tables  4A  and  4B. 


TABLE  4 

CORRELATION  BETWEEN  ANTI 
PHOSPHOLIPID  ANTIBODIES, 
THROMBOTIC  EVENTS  AND  MISCARRIAGE 

A. 

CLINICAL  EVENT  LA  IgG  ACA  IgM  ACA  LA+ACA  LA+/or  ACA 


DVT  (6/42) 

3/6 

4/6 

2/6 

3/6 

5/6 

Stroke,  TIA  or 

Lateral 

Sinus  Throm- 
boses (3/42) 

1/3 

2/3 

1/3 

1/3 

2/3 

Frequent  (>2) 

Miscarriages 

(3/17) 

2/3 

2/3 

1/3 

2/3 

2/3 

THROMBOTIC 

FETAL 

ANTI  PHOSPHOLIPID  EVENTS 
ANTIBODY 

LOSS* 

COMBINED* 

LA  (5/42) 

3/5 

2/3 

3/5 

IgG  ACA  (14/42) 

5/14 

2/5 

5/14 

IgM  ACA  (12/42) 

3/12 

2/6 

4/12 

* Denominator  equals  number  of  pregnant  women  positive  for 
respective  antibodies 

**  Numerator  equals  # of  patients  with  either  thrombotic  event 
and/or  fetal  loss.  Patients  with  two  or  more  events  are  counted 
once. 


Discussion 

The  Lupus  Anticoagulant 

Although  circulating  anticoagulants  have  been 
described  in  association  with  SLE  since  1952, 1 
the  term  lupus  anticoagulant  was  first  coined  in 
1972  by  Feinstein  and  Rapaport.9  The  LA  is  a 
spontaneously  acquired  immunoglobulin  (IgG  or 
IgM)  which  occurs  in  patients  with  SLE  and 
other  conditions.10  It  is  generally  not  felt  to 
cause  a hemorrhagic  diathesis  (unless  additional 
coagulation  and/or  platelet  abnormalities  exist) 
but  has  been  associated  with  an  enhanced 
tendency  toward  thrombosis  and/or  fetal 
wastage.11 

The  LA  interferes  in  vitro  with  the 
phospholipid-dependent  coagulation  tests.  The 
optimal  laboratory  evaluation  for  detection  of  the 
LA  is  unclear  and  controversial.12'18  In  this 
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study  and  presently  at  the  MCD  the  tests  used 
in  laboratory  diagnosis  of  the  LA  include  the 
aPTT,  the  aPTTmix,  the  TTI  and  the  PNP17  Ab- 
normalities of  the  TTI  and  PNP  are  both  required 
before  an  unequivocal  diagnosis  of  the  LA  is 
made.  The  PTT  is  generally,  but  not  invariably, 
elevated  in  patients  demonstrating  the  LA.  Thus 
a prolonged  PTT  is  not  required  to  diagnose  the 
LA  and  cannot  be  used  alone  as  a screening  test. 

Why  patients  with  the  LA  do  not  bleed  is  uncer- 
tain.19 However,  in  vitro  evidence  that  platelets 
can  bypass  the  effect  of  the  LA  may  help  to  ex- 
plain this  paradox.211  Current  investigations 
may  ultimately  explain  the  phenomena  of  venous 
and  arterial  thrombotic  events  and  fetal  wastage 
seen  in  association  with  the  LA.  The  recent 
literature11  discusses  the  many  proposed 
mechanisms  which  include  inhibition  of  pro- 
stacyclin release  from  blood  vessels,111  in- 
terference with  endothelial  cell  function,22  in- 
crease in  Factor  VIILVon  Willebrand  factor  ac- 
tivity,21 decreased  plasminogen  activation 
release,21  inhibition  of  protein  C activation,24 
prekallikrein  inhibition,25  anticardiolipin  mem 
brane  antibodies,25  and  interference  with  anti- 
thrombin  III  activity.2' 

Anticardiolipin  Antibodies 

Cardiolipin  is  a negatively  charged 
phospholipid.  Antibodies  in  the  serum  of  some 
SLE  patients  as  well  as  other  patients  without 
connective  tissue  disease  bind  cardiolipin  which 
has  been  coated  in  vitro  onto  plastic  plates. 1 This 
ACA  can  be  identified  by  using  anti-human  im- 
munoglobulin that  has  been  enzyme-linked 
(ELISA  assay)  or  I125  -labeled  (radioim- 
munoassay). A quantitative  measurement  of 
ACA  can  be  obtained  by  repeating  the  assay  with 
serial  dilutions  of  the  patient’s  serum.  The  value 
obtained  can  be  compared  with  control  sera  and 
reported  as  SD’s  above  the  mean  of  the  control 
sera.  A positive  result  is  presumed  to  be  signifi- 
cant if  the  patient’s  ACA  level  is  greater  than  an 
arbitrary  number  of  SD’s  beyond  the  mean.  In 
our  study  a result  was  considered  positive  only 
if  it  fell  three  or  more  SD’s  beyond  the  mean  of 
the  control  group.  Since  our  study  was  perform- 
ed, it  has  been  shown  that  higher  titers,  frequent- 
ly five  S.D.’s  beyond  the  mean,  correlate  even 
more  positively  with  adverse  clinical  events.28 

Other  negatively  charged  phospholipids 
(phosphotidylinositol,  phosphotidylserine)  will 
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also  bind  ACA  antibodies  and  can  be  used  inter- 
changeably in  the  assay.29  Therefore,  this  assay 
is  not  specific  for  ACA,  but  rather  is  an  assay  for 
anti  phospholipid  antibodies.  There  is  also  cross- 
reactivity between  ACA,  the  antibody  causing 
BFP-RPR,  and  the  LA,  although  the  observation 
that  some  patients  manifest  the  LA  or  the  BFP- 
RPR,  but  are  ACA  negative  attests  to  the  dif- 
ferences within  this  group  of  antibodies. 

The  Anti-Phospholipid  Antibody  Syndrome 
(APLAS) 

In  the  past  decade,  the  LA  has  been  recogniz- 
ed as  one  of  a family  of  anti  phospholipid  an- 
tibodies which  may  overlap  or  occur  individual- 
ly in  a given  patient.  As  previously  mentioned, 
these  antibodies  also  include  ACA  and  BFP- 
RPR.  These  separate  but  related  antibodies  have 
come  to  be  associated  with  the  broad  range  of 
clinical  events  sometimes  referred  to  as  the  “anti- 
phospholipid antibody  syndrome”  (APLAS).3032 

APLAS  can  occur  within  the  context  of  definite 
SLE  or  as  an  independent  “autoimmune”  syn- 
drome, possibly  evolving  into  SLE  with  time.  At 
present,  approximately  one-third  of  patients  with 
anti  phospholipid  antibodies  develop  one  or  more 
episodes  of  venous  or  arterial  thrombosis,  fetal 
wastage,  thrombocytopenia  and  Coombs  positi- 
vity, usually  without  hemolytic  anemia.  Super- 
ficial or  deep  venous  thrombosis  is  common, 
predominantly  in  the  lower  extremities.  Throm- 
bosis has  also  been  reported  in  the  renal  veins, 
inferior  vena  cava,  hepatic  veins  (Budd-Chiari 
Syndrome)  and  pulmonary  veins  (causing 
pulmonary  hypertension).  Arterial  thrombosis 
has  resulted  in  TIA,  stroke,  digital  gangrene, 
visceral  infarction,  retinal  artery  occlusion  and 
myocardial  infarction.  In  addition,  chorea, 
Libman-Saks  endocarditis,  and  livedo  reticularis 
have  also  been  attributed  to  APLAS.1 

The  relationship  between  APLAS  and  a throm- 
botic diathesis  appears  to  be  independent  of  the 
presence  of  SLE  or  other  connective  tissue 
disease.  This  is  also  true  for  the  well  documented 
increase  in  fetal  loss  in  mothers  manifesting  anti- 
phospholipid antibodies.  Placental  infarction 
with  placental  insufficiency  may  be  a cause  of 
this  fetal  wastage.8,33,34 

The  likelihood  of  predicting  the  development  of 
adverse  clinical  events  in  patients  with  any  or  all 
of  the  anti  phospholipid  antibodies  is  limited  by 
two  factors.  First,  not  all  patients  with  these  an- 
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tibodies  develop  clinical  manifestations  of 
APLAS.  Secondly,  methodologic  diversity  is  a 
problem.  Although  there  has  been  a movement 
toward  a uniform  methodology  based  on  interna- 
tional workshops35  and  efforts  of  the  LA  sub- 
committee of  the  International  Society  of 
Hemostasis  and  Thrombosis,  there  is  disagree- 
ment on  the  best  method  of  detecting  the  LA  or 
ACA.  As  a result,  multiple  papers  have  describ- 
ed varying  assays  for  the  LA  and  ACA  and  have 
presented  conflicting  data  associated  with 
diverse  clinical  and  laboratory  manifestations. 

The  Study  Population 

The  frequency  of  the  LA  in  SLE  has  been 
reported  to  be  between  6%  and  65%.  This  broad 
variation  probably  reflects  the  differing  sen- 
sitivities of  the  assays  used  in  the  studies  and  the 
lack  of  uniform  standardization.  A recent  study 
of  sixty  consecutive  patients  with  SLE  who  were 
screened  for  anti-phospholipid  antibodies  found 
6.7%  positive  for  the  LA  and  25%  positive  for 
ACA.36  Both  were  significantly  associated  with 
previous  or  concurrent  thrombotic  events,  and 
the  presence  of  the  LA  was  more  strongly 
associated  with  thrombotic  events  than  ACA. 
Our  own  study  showed  a similar  frequency  of  the 
LA  (12%)  and  ACA  (34%  with  IgG  and  28%  with 
IgM).  Although  our  study  population  was  too 
small  for  meaningful  statistical  analysis,  inspec- 
tion of  the  data  showed  a strong  association  be- 
tween the  presence  of  antiphospholipid  an- 
tibodies, particularly  LA,  and  a history  of  either 
thrombotic  events  or  fetal  loss.  Of  the  five  pa- 
tients in  whom  LA  was  present,  3 (60%)  had 
either  a thrombotic  event  or  fetal  loss,  whereas 
in  the  37  patients  without  the  LA,  there  were 
only  six  (16%)  instances  of  fetal  loss  or  a throm- 
botic event.  Fourteen  out  of  17  pregnant  patients 
had  uncomplicated  pregnancies,  and  in  only  one 
in  14  was  the  LA  present.  However,  of  the  3/17 
pregnant  patients  with  multiple  miscarriages, 
2/3  were  positive  for  the  LA.  21/42  patients  had 
either  LA  or  ACA.  Six  of  these  21  (29%)  had  recur- 
rent fetal  loss  or  a thrombotic  episode,  whereas 
only  two  (9.5%)  of  the  21  patients  without  anti- 
phospholipid antibodies  had  such  events. 

Therapy 

The  management  of  patients  with  anti- 
phospholipid antibodies  is  poorly  defined.  Those 
patients  with  previous  thrombotic  events  should 


be  treated  with  anticoagulation  long  term,  prob- 
ably for  life.  Anticoagulation  should  be  aimed  at 
both  venous  and  arterial  thrombosis  and  should 
probably  include  warfarin  and  low-dose  aspirin. 
Prolonged  disappearance  of  anti-phospholipid  an- 
tibodies may  be  an  indication  for  cessation  of 
anti-coagulation.  However,  this  is  uncertain  since 
antibody  levels  may  vary  over  time.  At  least  one 
author  feels  that  immunosuppressive  therapy 
should  be  considered  for  those  patients  with 
recurrent  thrombosis  despite  adequate  anti- 
coagulation.3 

The  treatment  of  recurrent  fetal  loss  in  women 
with  anti-phospholipid  antibodies  is  even  more 
controversial.  Most  investigators  would  recom- 
mend treatment  only  after  a pattern  of  habitual 
miscarriage  has  been  established.  Treatment  op- 
tions at  this  point  could  include  low  dose  aspirin 
with  or  without  moderate  dose  corticosteroid 
therapy  with  or  without  heparin  subcutane- 
ously. There  is  a definite  need  for  controlled  pro- 
spective data.3 11 

The  clinical  import  of  thrombosis  and  fetal 
wastage  in  patients  with  anti-phospholipid  an- 
tibodies dictates  the  importance  of  continued 
efforts  to  elucidate  the  underlying 
pathophysiology.  Such  an  understanding  will 
hopefully  allow  us  to  develop  more  effective 
therapeutic  regimens  to  prevent  or  counteract 
these  thrombotic  events. 

In  summary,  the  presence  of  the  LA  or  ACA  is 
not  uncommon  in  SLE  and  may  be  associated 
with  important  symptoms  in  one-third  of  cases. 
These  include  a wide  variety  of  venous  and 
arterial  thrombotic  syndromes  and  fetal  loss.  A 
growing  understanding  of  the  pathophysiology 
and  treatment  of  this  phenomenon  underscores 
the  importance  of  recognition. 

The  authors  would  like  to  thank  Lois  Dickson 
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NUTRITIONAL  AND  CELLULAR  ENGINEERING 


APPROACHES  TO  AUTOIMMUNITY  - STATE  OF  ART  LECTURE 


Robert  A.  Good,  Ph.D.,  M.D. 


Autoimmune  diseases  represent  a major  un- 
solved problem  in  clinical  medicine.  To  date, 
evidence  has  been  obtained  that  some  autoim- 
mune diseases  may  be  associated  with  im- 
munodeficiencies, deficiencies  of  the  C-system, 
disturbances  or  inadequacy  of  immuno- 
regulatory  mechanisms  involving  suppressor  or 
helper  cells,  persistent  viral  infections  which  per- 
turb greatly  immunoregulation,  deficiency  or  in- 
ability to  shut  off  poly-clonally  activated  B-cell 
functions  induced  by  virus  (e.g.,  EBV),  increased 
absorption  of  food  antigens  from  the  gut,  genetics 
of  the  major  histocompatibility  region,  and  ab- 
normalities of  function  of  the  thymus.  Usually 
immunodeficiencies  of  one  kind  or  another  can 
be  found  to  be  associated  with  autoimmune 
diseases,  even  when  these  underlie  im- 
munological excesses.  For  most  of  the  autoim- 
munity diseases,  both  understanding  in  fun- 
damental terms  and  consequently  methods  of 
treatment  remain  inadequate.  We  have  been  in- 
vestigating two  new  approaches  to  autoimmunity 
diseases  in  model  systems  in  the  mouse.  The  first 
of  these  approaches  has  been  nutritional.  The 
second  has  been  to  employ  cellular  engineering, 
both  within  and  across  major  histocompatibility 
barriers,  in  an  effort  to  dissect  the  fundamental 
mechanisms  involved  in  autoimmunity  distur- 
bances in  these  experimental  models.  In  NZB 
and  NZB/NZW  Fi  MRL  lpr/lpr  and  BXSB  mice, 
the  composition  and  total  amount  of  food  eaten 
(total  energy-intake)  have  profound  influences  on 
the  development  of  disease. 

We  originally  found  that  protein  and  protein- 
calorie  malnutrition  which  suppresses  antibody 
production  actually  enhances  many  forms  of  cell- 
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mediated  immunity.  This  is  true  until  reduction 
of  total  calories  or  proteins  has  been  so  profound 
that  it  has  reached  a highly  lethal  level.  By  con- 
trast, protein-calorie  malnutrition  as  presented 
in  field  studies  of  humans  is  associated  with  pro- 
found deficiencies  of  both  cell-mediated  and 
humoral  immunities.  Studies  of  the  immunodefi- 
ciencies in  the  A-46  mutant  cattle  and  humans 
with  Acrodermatitis  enteropathica,  who  cannot 
absorb  zinc  adequately,  suggested  that  this  ap- 
parent paradox  between  results  in  man  and 
animals  might  be  resolved  by  studying  the  in- 
fluence of  zinc  deficiency  on  immunity.  Fraker,  et 
al,  as  well  as  members  of  our  immunology  group 
found  that  zinc  is  crucial  to  thymic  development, 
thymic  hormone  function,  functions  of  T-cells  and 
even  T-cell  immunities  in  man,  mice  and  rats. 

Field  studies  have  also  indicated  that  zinc  defi- 
ciency is  frequently  present  in  humans  suffering 
from  protein  or  protein-calorie  malnutrition  and 
that  this  accounts  in  part  for  certain  cell- 
mediated  immunodeficiencies  associated  with 
protein-calorie  malnutrition.  The  cell-mediated 
immunodeficiencies  of  malnourished  patients 
can  often  be  corrected  by  providing  adequate  zinc 
without  correcting  the  protein-caloried  deficit.  In 
normal  long-lived  autoimmunity-resistant  mice 
and  rats,  food  or  calorie  restriction  prolongs  life 
significantly  - up  to  50%. 

In  short-lived  autoimmune-prone  mice,  protein 
restriction  delays  or  inhibits  development  of  the 
immunological  abnormalities,  (the  early  thymic 
involution,  splenomegaly,  cellular,  serological 
and  hematological  abnormalities  and 
significantly  prolonged  life  of  mice  of  each  of 
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these  short-lived  autoimmune-prone  strains. 

Diets  low  in  fat  and  relatively  high  in  protein 
(that  were  probably  also  relatively  low  in  calories) 
did,  however,  significantly  prolong  life  of  the 
short-lived  autoimmunity  prone  mice.  Diets  low 
in  calories,  protein  and  fat  (total  food  intake)  but 
not  low  in  vitamins  or  minerals  regularly  dou- 
bled and  sometimes  even  tripled  life  span  in  the 
short-lived  autoimmune-prone  B/W  mice.  Such 
dietary  manipulations  inhibited  thymic  involu- 
tion, prevented  development  of  splenomegaly,  cir- 
culating immune  complex  formation  and  produc- 
tion of  GP-70  - anti  GP-70  immune  complexes, 
and  prevented  deposition  of  GP-70  - anti  GP-70 
complexes,  in  glomular  membranes  of  the  BAV 
mice  which  are  prone  to  develop  experimental 
lupus  erythematosus  and  other  autoimmune 
diseases  and  disorders  in  these  mice.  The  im- 
munologic response  in  these  mice  of  strains  that 
were  fed  restricted  diets  was  better  maintained 
and  better  regulated  than  that  of  the  putatively 
well-fed  mice.  Similarly,  restrictions  of  zinc  or 
even  restrictions  of  essential  fatty  acids  would 
prolong  life  and  also  inhibit  to  some  degree 
development  of  autoimmunity  in  these  mice. 

Overfeeding  of  mice,  including  overfeeding 
with  saturated  fat,  fostered  immunologic  involu- 
tion, and  disorganization  of  immunoregulation. 

Overfeeding  and  especially  overfeeding  of  a high 
fat  intake  accelerated  the  development  of 
manifestations  of  autoimmune  disease  in  BAV 
mice.  In  addition,  BAV  females  fed  a high  calorie- 
high  fat,  and  especially  high  saturated  fat  diet, 
developed  a dramatic  increase  of  vascular  lesions, 
including  proliferative  and  fatty  proliferative 
athrosclerotic  lesions  in  the  aorta,  large  branches 
of  the  aorta  and  even  of  the  coronary  arteries. 

These  findings  could  not  be  produced  with 
similar  diets  in  mice  of  strains  that  are  resistant 
on  a genetic  basis  to  development  of  autoim- 
munities. Thus,  we  conclude  that  in  the  develop- 
ment of  atherosclerotic  lesions  in  mice  a number 
of  factors  must  be  conjoined.  These  include: 

1.  genetics  of  the  host,  2.  propensity  for  autoim- 
mune disease,  3.  production  of  circulating  im- 
munocomplexes,  4.  amount  of  saturated  fat  in  the 
diet,  5.  high  number  of  calories  in  the  diet,  and 
6.  a diet  containing  an  appropriate  source  of  pro- 
tein. Casein,  for  example,  in  these  experiments 
proved  to  be  more  contributory  to  athrogenicis 
than  was  soybean  proteins. 

In  further  rather  extensive  experiments,  mice 
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of  the  autoimmune-prone  short-lived  strains  have 
been  found  to  have  many  different  and  complex 
abnormalities.  These  include  abnormalities  in 
clonability  of  B-lymphocytes,  abnormalities  of 
function  of  the  regulatory  T-lymphocytes,  abnor- 
malities of  heterogeneity  of  affinities  of  antibody 
formed  against  haptenes  coupled  to  protein  car- 
riers, abnormalities  of  immune  complex  forma- 
tion, in  addition  to  progressive  renal  disease  and 
autoimmune  hemolytic  anemia  or  lympho- 
proliferative  disease. 

All  of  the  immunologic  and  hematologic  abnor- 
malities studies  thus  far  in  NZB  and  in  BAY  mice 
have  been  corrected  by  transplanting  bone  mar- 
row to  lethally  irradiated  autoimmune-prone 
mice  from  donors  that  are  long-lived  and  highly 
resistant  to  autoimmunity.  This  is  true 
regardless  of  whether  or  not  the  donor  and  reci- 
pient mice  are  matched  at  the  major  histocom- 
patibility region  or  not.  Further,  in  reciprocal  ex- 
periments, bone  marrow  transplants  from  mice 
of  autoimmune-prone  strains  to  mice  of  the 
autoimmune  resistant  strains,  both  within  and 
across  major  histocompatibility  barriers,  have 
been  found  to  transfer  the  autoimmune  diseases 
and  to  transfer  capacity  to  develop  each  of  the 
hematologic  and  immunologic  abnormalities 
characteristic  of  the  autoimmune-prone  mice  to 
the  autoimmune-resistant  mice.  These  ex- 
periments indicate  that  the  basis  for  the  im- 
munological and  hematological  diseases  of  the 
short-lived,  autoimmune-prone  mice  reside  in 
genetically  transmittable  abnormalities  that  are 
carried  within  the  radiosensitive  stem  cells.  They 
also  suggest  that  cellular  engineering  based  on 
replacement  of  this  or  these  stem  cell  population 
can  prevent  or,  in  reciprocal  experiments,  cause 
the  diseases  and  also  cause  the  disordered  im- 
munological and  hematological  functions 
characteristic  of  the  autoimmune-prone  or 
autoimmune-resistant  animals.  We  have  found  it 
possible  even  to  eliminate  in  autoimmune-prone 
mice  by  bone  marrow  transplantation 
pathological  changes;  for  example:  those  in  the 
kidneys  that  by  prior  indications  have  seemed  to 
be  irreversible  in  autoimmune-prone  mice. 

Diabetes  mellitus  is  an  autoimmune  disease  in 
mice  and  rats  and  probably  also  in  man.  Its 
development  is  anticipated  in  certain  experimen- 
tal animal  models  by  prolonged  periods  of  in- 
filtration of  the  islets  of  langerhans  by  T lym- 
phocytes that  are  cytotoxic  to  B cells.  Bone  mar- 
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row  transplantation  from  mice  strains  that  are 
resistant  to  development  of  diabetes  to  mice  of 
diabetes  susceptible  strains  during  this  period  of 
development  of  diabetes  will  actually  cure  the 
diabetic  state.  These  cures  appear  to  be  perma- 
nent. If,  however,  the  diabetogenic  process  has 
proceeded  to  a point  where  the  B cells  of  the  pan- 
creas have  been  irreversibly  destroyed,  the 
disease  in  the  model  system  can  still  be  treated 
successfully  by  using  a combination  of  bone 
marrow  transplantation  that  endures  lasting 
tolerance  while  at  the  same  time  transplanting 
a pancreas  or  pancreatic  tissue  from  the  donor 
strain  to  the  diabetic  recipients.  In  this  regard  we 
have  been  able  also  to  show  that  bone  marrow 
transplantation  makes  possible  successful  liver 
transplantation  without  need  of  prolonged  or 
continuing  immunosuppression. 

We  conclude  that  immunologic  approaches 
which  use  either  nutritional  manipulation  or 
cellular  engineering  can  alter  the  potential  for 
development  or  expression  of  autoimmunities. 
These  new  approaches  may  indeed  have  major  ad- 
vantages over  conventional  approaches  to  treat- 
ment and/or  understanding  of  the  bases  for  the 
otherwise  recalcitrant  chronic  autoimmune 
diseases. 
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Introduction 

Senator  Roth,  thank  you  for  that  warm  and 
generous  introduction. 

Also,  let  me  thank  Dr.  Peter  Coggins,  your  Past 
President  and  Chairman  of  the  Bicentennial  Pro- 
gram Committee  for  inviting  me  to  speak  during 
this  200th  bicentennial  celebration.  Over  the 
years,  the  Medical  Society  of  Delaware  has 
historically  been  one  of  our  country’s  most 
prestigious  and  thoughtful  forums  for  medical 
scholarship.  The  Medical  Society,  under  Dr. 
Henri  Wendel  and  now  with  President-Elect  Dr. 
William  Duncan,  has  been  an  important  institu- 
tion for  physicians  and  the  citizens  of  Delaware. 
So  I am  pleased  and  honored  to  address  you  today. 

Before  I get  too  far  into  my  remarks,  let  me  also 
say  a word  about  my  good  friend  Senator  Roth, 
one  of  the  hardest  working,  most  compassionate 
and  dedicated  members  of  Congress. 

Since  I have  been  in  Washington,  I’ve  had  a 
chance  to  see  the  Senator’s  work  first-hand.  I 
have  been  very  impressed.  The  Senator  seems  to 
focus  on  the  heart  of  an  issue,  providing  the  best 
in  public  service  for  Delaware  and  the  nation.  He 
is  an  important,  irreplaceable  friend  for  the  con- 
stituents at  the  Department  of  Health  and 
Human  Services— the  needy,  the  aged,  the  poor 
and  disadvantaged,  the  sick  and  the  infirm. 

Dr.  Coggins  was  good  enough  to  ask  me  to 
speak  on  the  topic  of  my  choice.  So  I would  like 
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to  talk  of  the  promise  of  medicine  and  our 
biomedical  research  enterprise  at  Health  and 
Human  Services.  I would  also  like  to  touch  upon 
some  ethical  issues  we  should  begin  to  address. 

The  Promise  of  Biomedicine 

Today  you  have  already  listened  to  some 
outstanding  speakers.  Dr.  Lanzalotti  talked 
about  medicine  in  colonial  America,  and  he  is 
right  that  many  aspects  of  health  care  delivery 
have  not  changed  in  200  years. 

Much  of  this  is  for  the  best.  As  physicians,  I 
hope  that  we  continue  to  remember  that 
technological  advances  are  tools,  not 
replacements,  for  the  physician.  Our  humanity, 
and  shared  commonality  with  our  patients, 
should  always  mean  that  we  spend  time  gather- 
ing facts,  carefully  analyzing  them  and  putting 
them  within  a human  framework  of  values, 
history,  expectations  and  desires.  Dr.  Lanzalotti 
has  provided  an  invaluable  analysis,  and  I ap- 
plaud his  work. 

The  other  three  speakers  have  also  given  us 
much  room  for  thought.  Dr.  Hayflick’s  discussion 
on  human  biology,  Dr.  Koprowski’s  lecture  on 
retroviruses  and  encephalomyeloneuropathy,  and 
Dr.  Good’s  presentation  on  nutrition  and  aging 
have  laid  the  foundation  for  my  topic-building  a 
better  bridge  to  the  future  through  biomedical 
research. 
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You  see,  each  of  those  three  lectures  touches  on 
the  current  work,  and  future  promise,  of 
biomedical  research.  Scientists  all  over  the  world 
are  changing  the  medical  landscape  on  a daily 
basis,  and  we  will  have  more,  and  potentially 
revolutionary,  information  about  human  biology, 
viruses,  aging  and  other  topics  in  the  next  few 
years. 

This  is  also  an  appropriate  subject  for  Delaware 
and  the  “Delaware  Valley”  companies  that  have 
invested  in  biomedical  research  and  the  develop- 
ment of  biotechnology.  DuPont,  the  University  of 
Delaware,  Delaware  State  College  and  many 
others  have  been  active  in  biomedical  research, 
helping  to  propel  this  country  to  the  cutting  edge 
of  science.  For  example,  DuPont  is  marketing  the 
first  patented  animal,  the  “OncoMouse”  trans- 
genic mouse,  developed  at  Harvard,  which  is  be- 
ing used  in  breast  cancer  research. 

HHS  and  Biomedicine 

I could  talk  about  many  other  technological 
“miracles”  underway  in  this  state.  But  let  me 
take  a moment  to  outline  our  biomedical  efforts 
at  Health  and  Human  Services-efforts  which 
may  help  each  of  you  as  physicians  in  the  delivery 
of  health  care. 

As  Secretary,  I am  fortunate  to  preside  over  the 
world’s  greatest  research  institute-the  National 
Instit  utes  of  Health  (NIH).  There,  we  are  pushing 
back  the  frontiers  of  medicine  every  day.  When 
scientists  are  talking  about  the  “cutting  edge,” 
that  “cutting  edge”  is  commonly  found  in 
research  conducted  in,  or  supported  by,  NIH.  In 
fact,  four  of  the  1989  Nobel  Prize  winners  in 
medicine  and  chemistry  were  NIH  grantees. 

On  the  day  that  I was  nominated  by  President 
Bush,  I outlined  my  priorities  for  the  department. 
I noted  then  that  one  of  my  highest  priorities  was 
to  enhance  our  nation’s  biomedical  research 
enterprise.  After  eight  months  on  the  job,  I have 
seen  nothing  to  change  my  mind. 

I am  pleased  to  say  that  my  department  has  en- 
thusiastically responded  to  this  challenge.  My 
staff  understands,  in  the  words  of  one  author,  that 
“We  can  only  pay  our  debt  to  the  past  by  putting 
the  future  in  debt  to  ourselves.” 

In  order  to  provide  the  research  foundation  to 
improve  our  world,  and  the  lives  of  future  genera- 
tions, we  have  already  developed  a Biomedical 
Research  Initiative  for  the  Public  Health  Service. 
We  plan  to 
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• First,  strengthen  the  basic  research  founda- 
tion in  the  biomedical  and  behavioral 
sciences; 

• Second,  assure  the  scientific  integrity  of  our 
research; 

• Third,  educate  the  public  about  the  impor- 
tance of  animal  research  and  assure  animal 
welfare; 

• Fourth,  promote  scientific  literacy  and  im- 
prove biomedical  science  education;  and 

• Fifth,  improve  the  intramural  research  pro- 
grams of  the  Public  Health  Service. 

This  initiative  will  help  us  channel  new 
resources  and  personnel  to  strengthen  our 
capabilities  in  the  biomedical,  behavioral  and 
epidemiological  sciences. 

But  it  is  critical  that  we  undertake  an  exten- 
sive and  sustained  outreach  effort  to  educate  the 
public.  As  physicians,  you  appreciate  the  need  to 
inform  our  cit  izens  of  important  developments  in 
medicine.  At  Health  and  Human  Services,  we  not 
only  want  to  inform  the  public  of  our  research 
findings,  but  also  to  increase  general  awareness 
and  confidence  in  our  biomedical  research  efforts, 
to  strengthen  public  support  for  the  work  of 
scientists. 

The  Food  and  Drug  Administration  (FDA)  has 
been  a catalyst  in  the  development  and 
marketing  of  biomedical  and  biotechnological 
products.  The  FDA  has  already  approved  more 
than  350  therapeutics  vaccines  and  diagnostic 
kits.  More  than  650  additional  drugs  and 
biologies  are  currently  in  clinical  trials. 

One  challenge  which  demands  that  we  develop 
more  information  —and  quickly—  is  the  AIDS 
epidemic.  This  not  only  is  a tremendous 
challenge  for  biomedicine,  but  it  is  also  one  of  the 
great  challenges  we  face  as  a civilization. 

The  Centers  for  Disease  Control  (CDC)  has 
reported  that  as  of  October  1,  more  than  106,000 
of  our  citizens  have  been  diagnosed  with  AIDS 
and  more  than  62,000  have  died.  By  the  end  of 
1992,  CDC  estimates  that  365,000  Americans 
will  have  been  diagnosed  with  AIDS,  and  an 
estimated  263,000  will  have  died. 

CDC  also  estimates  that  up  to  1.5  million 
Americans  have  already  been  infected  with  the 
HIV  virus  and  most  do  not  know  that  they  are 
infected. 

Until  our  research  efforts  can  provide  a vaccine 
or  a cure,  education  is  our  best  weapon.  While 
treatment  has  improved,  and  more  people  are  liv- 
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ing  longer  with  AIDS,  prevention  is  the  only  way 
to  stop  the  spread  of  this  disease. 

Biomedical  research  can  be  immensely  impor- 
tant in  this  effort.  Let  me  give  you  an  example 
from  your  own  state:  DuPont  has  already 
developed  biological  kits  for  research  into 
viruses,  such  as  the  human  immunodeficiency 
virus.  Other  drugs  and  products  are  on  line  or  are 
forthcoming  from  many  other  companies. 

As  these  products  are  developed,  we  have  been 
working  to  get  potentially  helpful  drugs  into  the 
hands  of  Americans  with  AIDS.  We  have  approv- 
ed distribution  of  zidovudine  (AZT),  and  most 
recently  dideoxyinosine  (DDI).  We  have  establish- 
ed a more  rapid  Treatment  Investigational  New 
Drug  mechanism  for  people  who  are  desperately 
ill,  which  is  a more  compassionate  and  practical 
system  for  coping  with  this  crisis. 

We  must  do  more,  and  I am  hoping  that  the 
Delaware  Valley  companies  will  provide  leader- 
ship in  the  research  and  development  of  new 
drugs  for  the  desperately  ill. 

On  another  front,  one  NIH  project  that  in- 
terests me  personally,  as  I’m  sure  it  does  many 
of  you,  is  our  effort  to  map  the  human  genome. 
This  initiative  is  under  the  able  direction  of 
Nobel  Laureate  Dr.  James  Watson.  I am  very 
pleased  that  Dr.  Watson  accepted  the  depart- 
ment’s invitation  to  lead  this  challenging  and  un- 
precedented effort. 

Mapping  the  human  genome  is  an  immense 
undertaking.  This  program  will  mobilize  the 
talents  of  scientists  worldwide.  They  will  map  not 
only  the  human  genome,  but  also  those  of  impor- 
tant model  organisms. 

Some  of  the  implications  are  obvious,  and  tru- 
ly wondrous.  Gene  mapping  will  help  scientists 
understand  inherited  disorders  and  may  lead  to 
new  ways  to  diagnose,  treat  and  even  prevent 
such  disorders.  It  also  feeds  into  other  research 
efforts  at  HHS.  Recently,  our  National  Cancer  In- 
stitute found  that  defects  in  a gene  known  as 
“p53”  were  strongly  linked  to  lung  cancer,  which 
will  kill  an  estimated  142,000  Americans  in 
1989.  This  discovery,  and  others  like  it,  coupled 
with  our  work  on  gene  mapping,  could  help 
medicine  take  a quantum  leap-as  it  did  with 
Harvey’s  discovery  of  the  blood’s  circulation, 
Pasteur’s  work  on  viruses  or  Lister’s  landmark 
research  on  antiseptic  surgery. 

In  addition,  genome  analysis  will  involve  the 
development  of  new  tools,  which  will  allow  us  to 


study  the  complete  genetic  endowments  of 
humans  and  other  organisms. 

There  is  an  added  benefit  to  the  scientific  com- 
munity and  to  the  nation  --  that  is  the  training 
of  many  scientists  for  this  work.  These  in- 
vestigators will  be  a valuable  resource  for  future 
research  endeavors. 

Ethical  Issues 

Of  course,  we  must  begin  to  prepare  ourselves 
for  the  ethical  issues  which  will  inevitably  follow 
the  wake  of  this  research.  For  example,  how  much 
should  we  tamper  with  nature,  if  at  all?  One  day 
soon  we  may  be  able  to  predict  who  will  be  born 
with  one  or  more  of  the  4,000  inherited  medical 
disorders;  who  will  get  cancer  and  heart  disease, 
who  will  become  an  alcoholic  or  get  Alzheimer’s. 

Questions  of  privacy  will  become  central.  Infor- 
mation about  our  genetic  makeup  may  be  used 
for  decisions  about  hiring  or  Firing,  promoting  on 
the  job  or  proposals  of  marriage  off  the  job. 

Frankly,  as  a nation,  we  need  to  challenge  our 
universities,  medical  schools,  and  medical 
societies  to  accelerate  the  dialogue  on  these  and 
other  ethical  issues.  We  must  lay  the  groundwork 
for  our  decision-making  long  before  we  risk  be- 
ing overwhelmed  by  a tidal  wave  of  new  informa- 
tion and  these  attendant  ethical  questions. 

Conclusion 

In  a sense,  this  brings  me  back  to  a point  made 
by  Dr.  Lanzalotti-the  human  dimension  con- 
tinues to  be-and  must  be-the  prevalent  concern 
in  medicine.  How  we  decide  to  frame  our  world  is 
a function  of  our  wants,  desires  and  expectations. 

Knowledge  is  a tool-and  that  is  all  that  it 
should  ever  be.  It  is  not  an  end  in  itself.  Rather, 
we  must  always  ground  our  work,  and  our  deci- 
sions, based  upon  the  proper  care  and  welfare  of 
our  patients. 

As  a tool,  biomedical  research  can  provide  new 
opportunities  for  the  improvement  of  the  human 
condition.  It  is  the  bridge  to  a better  future. 

Two  hundred  years  from  now,  perhaps  a 
speaker  will  address  this  society  and  assess  our 
effort  to  build  that  bridge.  I am  convinced  that, 
with  your  help,  your  wisdom  and  your  support,  we 
will  have  made  decisions  that  will  have  improved 
millions  of  lives  during  that  time. 

Senator  Roth,  Dr.  Coggins,  again,  thank  you  for 
inviting  me  to  Delaware.  I appreciate  being  a part 
of  this  historic  occasion.  I thank  all  of  you  for  your 
kind  reception.  God  bless  you. 
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Treatment  Program  of 
Sheppard  Pratt 


Patients  with  psychiatric  illness  and  drug  or  alcohol  problems  present  complex 
diagnostic  and  treatment  challenges. 

Sheppard  Pratt’s  inpatient  units  are  designed  and  staffed  specifically  for  the  treat- 
ment of  these  complicated  patients. 

We  provide: 

□ Comprehensive  psychiatric  and  chemical  dependence  evaluation; 

□ Specialized  programs  for  patients  with  affective  disorders,  anxiety  disorders, 
schizophrenia  and  learning  disorders; 

□ Psychopharmacological  evaluation  and  treatment; 

□ Specialized  programming  for  the  gerontological  patient  who  is  chemically 
dependent; 

□ Addiction  education  for  the  psychiatric  patient  who  is  resistant  to  treatment 
for  chemical  dependence;  and 

□ On  site  Double  Trouble,  AA  and  NA  meetings. 

Founded  in  1853,  Sheppard  Pratt  is  a 322-bed  private,  not-for-profit  psychiatric 
hospital  that  provides  comprehensive  diagnostic  and  treatment  services  for  short,  inter- 
mediate or  long  term  patients  as  well  as  outpatient  and  partial  hospitalization  care. 

For  more  information  about  Sheppard  Pratt’s  approach  to  the  dually  diagnosed 
patient,  or  to  make  a referral,  contact  the  Adult  Admissions  Office  at: 


(301)938-3800 

6501  North  Charles  Street 

Baltimore,  Maryland  21285-5815 


Editorials 


Members  of  the  Medical  Society  of  Delaware  are  invited  to  submit  material. 
Preferred  length  is  approximately  250-500  words.  For  further  information 
contact  the  Journal  office,  658-3957. 


Dr.  Louis  Sullivan’s  Remarks 

As  an  observer  of  Dr.  Louis  Sullivan’s  remarks 
at  the  Annual  Meeting  of  the  Society  I can  say  it 
was  exciting  to  see  this  great  man  in  action.  It 
was  evident  that  a great  deal  of  time  and  thought 
went  into  the  planning  for  his  appearance. 
Security  precautions  were  extensive,  a surprising 
but  probably  reassuring  observation.  He  had 
everyone’s  name  correct  and  quoted  correctly 
from  the  morning  speakers,  even  though  he  had 
not  been  there.  He  was  lavish  in  his  praise  of  our 
people,  our  institutions  and  our  state. 

The  central  theme  of  his  remarks  was  building 
a better  bridge  to  the  future  through  en- 
vironmental research.  He  pointed  with  pride  to 
NIH,  noting  that  four  of  the  1988  Nobel  Prize 
winners  in  Medicine  were  NIH  funded.  He  called 
attention  to  the  vital  role  of  animals  in  research 


and  challenged  us  as  physicians  to  educate  the 
public  in  this.  He  mentioned  the  FDA  and  the 
AIDS  epidemic.  He  plans  to  spend  $3  billion  over 
the  next  15  years  mapping  the  human  genome, 
laying  the  groundwork  for  future  decision  mak- 
ing. Knowledge  is  not  the  goal-  patient  welfare 
is,  and  the  human  dimension  must  prevail. 

Senator  Bill  Roth,  in  his  introductory  remarks, 
had  agreed  to  accept  our  invitation  to  our 
tricentennial  100  years  from  now,  a humorous 
reference  to  his  survival  value.  Dr.  Sullivan 
demonstrated  his  own  sense  of  humor  by  saying 
that  if  Bill  Roth  would  accept  for  100  years  from 
now,  he  (Dr.  Sullivan)  would  accept  for  200  years 
from  now. 

E.  Wayne  Martz,  M.D. 


^ 

Complete  Dictation 
System  For  Only  $550 

Here’s  a Norelco®’  professional  dictation  system  at  a 
price  you’ll  love.  The  compact  Norelco  585  pocket-size 
recorder  and  the  reliable  Norelco  205  transcriber  — an 
economical  package  from  the  inventors  of  cassette 
recording  This  time-saving  mini-cassette  system  can 
grow  with  your  future  needs. 

For  demonstration  or  trial  call: 

Graffen  Business  Systems 

(302)  478-6464 
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TOUGH  CHOICES? 


RESAS 

Rehabilitation 

Equipment 

Sales 

And 

Service 


Your  decision  in  choos- 
ing your  medical  equip- 
ment supplier  depends 
on  priorities. 

At  our 

number  one  priority  is 
your  patient.  From  daily 
living  to  their  most  spe- 
cialized needs . . . you 
can  depend  on  us. 

At .^JVLattefCar^,  we’re 
finding  products  for  the 
patient . . . not  patients 
for  the  product. 

• IV  Equipment 
•Ventilator 

Program 

• Oxygen 


Showroom:  Old  Baltimore  Pike  Ind.  Pk.,  83  Albe  Dr.,  Newark,  DE  19702 

Call  the  CARE  LINE  302*368*5300 


PROCEEDINGS  OF  THE  HOUSE  OF  DELEGATES,  1989 

PART  I 


The  200th  Annual  Meeting  of  the  House  of  Delegates  of  the 
Medical  Society  of  Delaware  was  called  to  order  at  the 
Delaware  Academy  of  Medicine  Building,  Wilmington, 
Delaware,  on  Friday,  November  17,  1989,  at  1:30  p.m.  with 
Henri  F.  Wendel,  M.D.,  President,  presiding. 

A quorum  was  declared 

A motion  was  made,  seconded,  and  approved  to  adopt  the 
minutes  of  the  1988  session. 

Dr.  Wendel  presented  the  Report  of  the  President.  He  then 
turned  the  meeting  over  to  Roger  B.  Thomas,  Jr.,  M.D.,  who 
acted  as  Speaker  of  the  House  for  the  reports  of  the  Reference 
Committees. 

REPORTS  OF  THE  OFFICERS 

President's  Report 

The  year  1989  was  a standout  one  for  the  Medical  Society 
of  Delaware.  Many  significant  changes  concerned  with  times 
past,  an  exciting  present,  and  a far  reaching  future  took  place, 
and  I was  very  proud  to  have  served  as  President  during  this 
time.  The  list  includes  the  celebration  of  the  200th  anniver- 
sary of  our  Society,  a new,  very  effective  Legislative  Action 
Committee,  a change  in  direction  in  Professional  Liability 
Insurance,  the  computerization  of  the  Society  office,  a new 
Executive  Director,  and  finally,  recommended  changes  in  our 
Bylaws  to  establish  the  permanent  office  of  Speaker  of  the 
House  of  Delegates. 

I attended  approximately  75  meetings  throughout  the  state, 
including  seminars,  Society  board  and  committee  meetings, 
political  and  legal  action  meetings  with  representatives  of 
state  and  local  government,  members  of  Congress,  the  State 
Legislature,  members  of  the  Delaware  Bar  Association,  and 
the  local  newspaper  editorial  and  medical  staff. 

The  most  gratifying  aspect  of  the  entire  year  was  to  see  the 


active,  wholehearted  participation  of  many  dedicated 
members  of  the  Medical  Society  who  were  willing  to  give  of 
their  time  and  energies  to  further  all  sorts  of  needs  of  the 
citizens  of  Delaware.  Physicians  are  often  accused  of  being 
calloused,  uncaring,  uninterested  - but  not  these  members; 
most  of  these  involvements  go  unnoticed,  and  to  all  of  you, 
I say  thank  you  very  much. 

The  200th  anniversary  of  the  Society  has  been  exciting.  In 
May  a reenactment  of  the  first  meeting  of  the  “Medical 
Society  of  the  Delaware  State”  was  held  in  the  old  Court 
House  in  Dover,  with  colonial  costumes,  carriages,  and  a 
reception  at  Woodburn  after  the  meeting.  This  has  been 
preserved  on  videotape  so  future  generations  will  be  able  to 
see  how  we  respected  our  past.  There  was  an  historical  display 
in  the  Morris  Library  at  the  University  of  Delaware.  Mr.  Peter 
Norton  has  written  an  updated  version  of  the  history  of  the 
Medical  Society  and  this  is  being  published  by  the  Society. 
Finally,  some  colonial  type  entertainment  will  be  presented 
at  the  annual  meeting  in  Wilmington  in  November. 

For  the  first  time,  this  year,  we  feel  the  Medical  Society  had 
some  significant  impact  on  the  members  of  the  Delaware  State 
Legislature.  Dr.  Stephen  Permut  was  Chairman  of  the 
Legislative  Action  Committee,  and  there  was  a physician 
present  in  Legislative  Hall  every  single  day  the  Legislature 
was  in  session.  Nothing  impresses  legislators  more  than 
sincere  participation  in  their  deliberations  by  physicians  who 
do  not  have  a personal  axe  to  grind.  Our  presence  was  duly 
noted  by  most  members  of  the  Senate  and  House  and  input 
was  sought  on  many  issues.  As  a result,  a new  law  concerned 
with  the  Board  of  Medical  Practice  was  developed  and  there 
was  no  substantive  change  in  the  Medical  Malpractice  Act. 
To  all  members  of  this  committee,  a heartfelt  thanks  and  well 
done. 

Many  meetings  were  held  about  Professional  Liability  In- 
surance. Several  new  companies  from  New  Jersey  and 
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California  are  interested  in  writing  malpractice  coverage  in 
Delaware,  and  discussions  continue  with  them.  A newer 
concept  of  an  Insurance  Purchasing  Group,  controlled  by  local 
physician  participants,  is  being  studied  at  the  present.  Our 
two  largest  companies,  CNA  and  Phico,  have  continued  to  sell 
insurance  in  our  state.  CNA  held  formal  risk  management 
seminars  in  Wilmington  and  Dover,  and  participants  were 
given  a 5%  reduction  in  premium  rates  for  each  of  the  next 
three  years.  In  addition,  CNA  did  not  raise  insurance 
premium  rates  for  the  coming  year.  Phico  met  with  our 
committee  in  August  and  announced  an  1 1%  - 12%  reduction 
in  the  premium  rates  across  the  board  in  all  categories.  In 
addition,  the  surcharge  program  has  been  dropped,  but  the 
deductible  retained  only  in  a very  specific  instance.  Also,  Phico 
made  some  clearer  definitions  of  the  “free  tail,”  agreed  to 
retain  the  physician’s  right  to  refuse  claim  settlement,  and 
agreed  to  continue  to  pay  physicians  for  their  time  spent  in 
helping  Phico  develop  physician  defense  strategy. 

An  important  updating  and  expansion  of  the  Medical 
Society  Office  was  completed  with  the  computerization  of  our 
facility,  in  conjunction  with  the  New  Castle  County  Medical 
Society.  This  has  been  a long  time  coming  and  our  joint 
venture  this  year  has  not  been  without  some  distressing  times, 
but  we  are  now  better  able  to  run  our  physician  referral 
service,  the  CME  recording  and  reporting  service,  manage- 
ment of  the  records  of  the  physicians’  health  insurance  groups, 
management  of  the  Society’s  fiscal  affairs,  and  also  spread- 
sheet and  word  processing  projects  of  the  Society. 

One  of  the  potentially  most  difficult  items  I found  at  the 
beginning  of  this  year  was  the  announced  intention  of  Mrs. 
Anne  Bader  to  retire  after  being  our  Executive  Director  for 
25  years.  I tried  to  convince  her  to  delay  this  move  so  it  would 
become  a problem  for  a future  president,  but  to  no  avail. 
However,  the  transition  went  well  because  the  Medical  Society 
was  very  fortunate  to  find  Mr.  Mark  Meister,  a young 
executive  with  a great  deal  of  experience  in  medical  society 
management  skills,  formerly  with  the  New  Haven, 
Connecticut,  County  Medical  Society,  a 300-bed  community 
hospital,  HMO  programs  and  an  insurance  company  executive 
staff  position  in  Illinois.  Mrs.  Bader  is  still  active  with  the 
Society  in  her  role  as  insurance  manager  with  MSDIS.  Mark 
Meister  and  his  family  have  settled  into  life  in  Delaware  and 
he  goes  about  his  position  as  Executive  Director  with  much 
confidence  and  self-assurance. 

This  year  the  House  of  Delegates  will  be  presented  with  a 
recommended  Bylaws  change  that  will  establish  the  perma- 
nent office  of  Speaker  of  the  House  of  Delegates.  Our  organiza- 
tion now  has  over  1,100  members  and  the  skills  of  a good 
parliamentarian  are  essential  to  the  smooth  functioning  of 
our  annual  assembly. 

Several  meetings  were  held  this  year  with  members  of  the 
News  Journal  staff.  I have  always  felt  that  the  more  face-to- 
face  discussions  one  has  with  others,  the  less  likely  problems 
of  misunderstanding  and  miscommunication  will  occur.  Our 
relationship  with  the  local  media  is  very  important  to  us. 

In  summary,  I have  found  this  year  to  be  a very  exciting  and 
busy  one  for  me  and  the  Medical  Society  of  Delaware.  The 


office  of  President  of  this  organization  demands  a great  deal 
of  time,  effort  and  participation;  for  their  understanding  of 
all  the  time  I had  to  be  away  from  home  and  work,  I say  thank 
you  very  much  to  my  wife  and  co-workers.  To  all  members  of 
the  Medical  Society  of  Delaware  and  to  our  headquarters  staff, 
I say  thank  you  for  asking  me  to  serve  as  President  and  for 
all  the  help  you  gave  me  along  the  way. 

Henri  F.  Wendel,  M.D. 

President 

(The  report  was  filed.) 

Report  of  the  President-Elect 

1989  was  an  interesting  and  exciting  year  to  serve  as 
President-Elect  of  the  Medical  Society.  Not  only  was  it  the 
200th  year  of  the  founding  of  the  Medical  Society,  but  there 
were  many  things  going  on  which  enabled  the  leadership  to 
work  for  the  benefit  of  the  members. 

Probably  the  most  interesting  event  of  1989  was  the  sudden 
lull  in  the  malpractice  crisis.  Not  only  in  Delaware  but 
nationwide  the  number  of  suits  filed  has  rather  suddenly 
diminished  markedly.  This  led  to  a willingness  on  the  part 
of  our  malpractice  carriers  not  only  to  be  more  tractable  in 
discussing  the  needs  of  the  Society  but  also  to  revise  downward 
their  estimates  of  future  premium  increases.  The 
subsequently  announced  reductions  in  premiums  are  very 
welcome,  and  I am  sure  will  be  greeted  throughout  the  Society 
with  feelings  of  relief.  I must  admit,  however,  that  it  is  my  own 
opinion  that  the  lull  is  temporary  and  that  within  the  next 
12  to  24  months  we  will  see  the  frequency  of  suits  increasing 
once  again  and  the  premiums  rising  sharply. 

The  200th  anniversary  celebration  meeting  held  in  Dover 
was  inspiring  and  entertaining  not  only  for  those  taking  part 
but  for  the  many  people  who  came  to  view  the  celebration. 
Brilliantly  costumed  members  of  the  Board  of  Trustees  re- 
enacted the  first  meeting.  Listening  to  the  words  of  our 
founders  brought  out  a feeling  of  admiration  and  respect  for 
their  efforts.  I felt  privileged  to  take  part. 

In  late  August  and  early  September  members  of  my  family 
were  stricken  with  serious  illnesses.  I was  forced  to  make  a 
decision  and  evaluate  my  priorities  for  the  coming  year.  I was 
forced  to  the  inescapable  conclusion  that  I could  not  fulfil  my 
obligations  to  the  Society  and  to  my  family  and  as  a result, 
with  a heavy  heart,  submitted  my  resignation  as  President- 
Elect  to  be  effective  September  15,  1989. 1 wish  to  thank  all 
of  you  who  have  supported  me  in  the  past  and  who  were,  with 
me,  looking  forward  to  my  year  as  President  of  the  Medical 
Society. 

Ben  C.  Corballis,  M.D. 

(The  report  was  filed  with  special  commendation  to  Dr.  Cor- 
ballis for  his  input  and  activity  as  President-Elect  during  the 
past  year  and  with  regret  that  he  was  unable  due  to  personal 
concerns  to  accept  the  leadership  for  which  he  is  so  highly 
qualified.) 
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Report  of  the  Vice  President 

1989  was  a most  active  year  for  the  Vice  President  of  the 
Society.  For  the  most  part,  the  activities  as  assigned  by  the 
President  included  membership  in  a number  of  standing  and 
ad  hoc  committees  of  the  society  and  the  monitoring  and 
attendance  at  a number  of  other  meetings  of  both  standing 
and  ad  hoc  committees  of  the  society.  The  basic  purpose  of 
these  assignments  was  to  assure  appropriate  portrayal  of  the 
deliberations  of  these  committees  at  Board  of  Trustees 
meetings. 

In  addition,  again  by  invitation  of  the  President  and  because 
of  the  long-range  impact  of  these  discussions  and  deliber- 
ations, the  Vice  President  was  very  active  in  liability 
insurance  matters,  tort  reform,  revisions  to  the  Medical 
Practices  Act  and  liaison  with  the  Congressional  Delegation 
and  their  staff. 

The  Office  of  Vice  President  does  indeed  set  the  stage  for 
the  current  rotation  of  officers  leading  to  the  Presidency  and 
would  continue  to  appear  to  be  a sound  method  to  be  utilized 
by  the  Nominating  Committee. 

William  H.  Duncan,  M.D. 

Vice  President 

(The  report  was  filed.) 


Report  of  the  Secretary 

The  Society  and  its  subsidiaries  have  held  123  meetings 
during  the  past  year.  Eleven  were  meetings  of  the  Society’s 
Board  of  Trustees.  All  business  transacted  by  the  Society  has 
been  recorded  in  the  minutes  as  presented  by  the  Secretary. 

During  the  past  year  the  Society  celebrated  the  200th 
anniversary  of  the  Society  with  a re-enactment  on  May  13th 
at  the  Old  State  House  in  Dover  of  the  first  meeting  of  the 
Medical  Society  and  a reception  in  the  Morris  Library  at  the 
University  of  Delaware  on  May  15th  in  conjunction  with  a 
display  of  artifacts  and  memorabilia  at  the  library. 

The  Society  also  sponsored  ICD-9-CM  Code  Workshops  in 
Wilmington  and  Dover  on  June  5 and  June  8,  respectively, 
and,  through  the  efforts  of  School  Health  Committee 
chairman,  Diana  Dickson-Witmer,  M.D.,  and  many 
participating  physicians,  an  in-service  programs  on  AIDS  on 
August  30th  for  the  Colonial  School  District. 

The  Society  was  a co-sponsor  for  the  following  programs: 

Annual  Legislative  Dinner  of  the  Mental  Health  Associa- 
tion on  January  24,  honoring  former  State  Senator  Robert 
Berndt 


FURNISHED  TOWNHOUSE 
FOR  RENT 

1911  LOVERING  AVENUE 
WILMINGTON,  DELAWARE  19806 

2 Bedroom,  1 Bath, 
furnished  townhouse, 
available  immediately. 

$1,200  per  month,  includes 
utilities  and  cable  TV.  No  pets. 

Please  contact 

Mr.  Short  at 
(302)656-1629 
for  further  information. 


4 Doctor,  I’m  in 
constant  pain 
and  it’s  ruining 


What  can  you  do  for  a patient 
when  pain  takes  control  of  his  life? 
You  can  refer  your  patient  to  the 
Pain  Management  Program  at 
the  Delaware  Curative.  Workshop. 


♦ 


DELAWARE 

CLRAT1VE 

V WORKSHOP 


(302)  656-2521  • 1 600  Washington  Street*  Wilmington,  DE  19802 
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Rheumatology  Update  1989  on  March  7,  with  the  Delaware 
Chapter,  Arthritis  Foundation 

Geriatrics  Symposium  for  Physicians  on  April  12th,  with 
the  Delaware  Division  of  Aging 

Physician/Clergy  Breakfast  on  May  2nd 

Eastern  Shore  Medical  Symposium  June  19th-23rd,  with 
Jefferson  Medical  College  and  the  University  of  Delaware 

Physicians’  Art  Exhibit  on  September  13th,  with  the  United 
Way  Campaign 

“Professional  Conference  on  Substance  Abuse:  The  Im- 
paired Professional”  on  September  22nd,  with  the  Delaware 
State  Bar  Association  and  the  Delaware  State  Dental  Society 

An  exhibit  at  the  Delaware  Division  of  Aging’s  Beach  Day 
exhibit  in  Rehoboth  Beach  on  September  29th 

Lyme  Disease  Seminar  on  October  19th  at  Milford  Hospital, 
with  the  Delaware  Department  of  Health  and  Social  Services, 
Bureau  of  Disease  Prevention 

Delaware  Continuing  Medical  Education  for  Physicians, 
1988-89,  with  Jefferson  Medical  College 

A comparison  of  the  Society’s  membership  in  1988  and  1989 
follows: 


1989  Membership* 


Dues-paying 

Dues-exempt  Members 

Total 

Kent 

82 

17 

99 

New  Castle 

691 

243 

934 

Sussex 

128 

20 

148 

901 

280 

1,181 

^Figures  do  not  include  15  pending  applications. 


1988  Membership* 


Dues-paying 

Dues-exempt  Members 

Total 

Kent 

77 

19 

96 

New  Castle 

651 

240 

891 

Sussex 

120 

21 

141 

848 

280 

1,128 

^Figures  did  not  include  47  pending  applications. 

A complete  report  of  the  Proceedings  of  the  1989  House  of 
Delegates  will  appear  in  the  January  1990  and  February  1990 
issues  of  the  Delaware  Medical  Journal.  The  report  will  also 
be  on  file  in  the  State  Medical  Society  office. 

James  P.  Marvel,  Jr.,  M.D. 

Secretary 


(The  report  was  filed  with  the  request  that  each  county  society 
analyze  its  membership  figures  to  determine  the  impact,  if 
any,  of  unification  with  the  AMA.) 

Report  of  the  Treasurer 

The  1989  fiscal  year  of  the  Medical  Society  of  Delaware  will 
end  with  a small  deficit  which  was  created  by  a few  non- 
budgeted  and  one-time  expenditures.  The  proposed  budget  for 
the  upcoming  year  is  on  a sound  fiscal  policy  and  is  anticipated 
to  end  with  a modest  surplus. 

The  Society’s  membership  dues  constitute  40%  of  the  total 
revenue  of  the  Society.  Some  of  the  other  sources  of  income 
have  been:  (1)  Interest  accrued  from  revolving  funds  in  short 
custody  of  the  Society.  (2)  A host  of  revenue-generating 
activities  conducted  by  the  staff  of  the  Medical  Society.  (3) 
MSDIS  reimbursement  to  the  Medical  Society  for  services 
rendered  by  its  staff.  This  revenue  will  no  longer  exist  during 
next  year.  (4)  Last  but  not  least,  the  dividends  paid  by  MSDIS. 
There  is  no  guarantee  that  this  significant  source  of  income 
will  remain  intact  in  the  long  term. 

In  summary,  the  sources  of  revenue  are  well  defined  and 
realistic  at  this  time.  The  allocated  funds  for  1990 
expenditures  are  conservative. 

It  has  been  a pleasure  and  an  honor  for  me  to  work  with  the 
officers  and  trustees  of  the  Medical  Society  of  Delaware  this 
past  year. 

Ali  Z.  Hameli,  M.D. 

Treasurer 

(The  report  was  filed  with  the  attachments  that  follow.) 
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MEDICAL  SOCIETY  OF  DELAWARE 

MEMEE-  ill? 


45.6 


$392,275 


FY  1990  SOURCES  OF  REVENUE 


MEDICAL  SOCIETY  OF  DELAWARE 
TREASURER’S  REPORT 
OCTOBER  31,  1989 


1989 


RECEIPTS 

BUDGET 

ACTUAL 

1989  DUES 

$170,100.00 

$163,055.50 

SERVICES 

35,000.00 

34,520.60 

INTEREST/DIVIDENDS 

177,000.00 

175,064.00 

COMPUTER  FUNDS 

0.00 

20,125.00 

200th  ANNIVERSARY 

0.00 

1,845.00 

MEDICARE  WORKSHOP 

0.00 

450.00 

MISCELLANEOUS 

0.00 

29.85 

TOTAL  RECEIPTS 

$382,100.00 

$395,089.95 

1989 

DISBURSEMENTS 

BUDGET 

ACTUAL 

EMPLOYEE  BENEFITS 

$46,207.00 

$ 33,271.99 

SALARIES 

159,772.00 

160,671.54 

EMPLOYER  TAX 

15,000.00 

12,193.74 

OFFICE  OPERATIONS 

CONTRIBUTION  TO  ACADEMY 

10,080.00 

7,560.00 

PRINT/POSTTELE/SUPPLIES 

23,000.00 

20,922.36 

PHOTOCOPY  MAINT  AGREEMENTS 

10,000.00 

6,410.18 

TEMPORARY  SERVICE 

3,000.00 

3,110.73 

CORPORATE  & UNEMPLOYMENT  TAX 

8,000.00 

3,672.85 

COMMITTEES  & CONTINGENCIES 

24,000.00 

19,020.10 

PUBLIC  RELATIONS 

18,000.00 

16,497.13 

LEGAL  COUNSEL 

18,000.00 

3,508.22 

ACCOUNTING 

5,000.00 

7,200.00 

DMJ  DUES  EXEMPT 

1,700.00 

1,750.00 

TRAVEL  & CONTINGENCIES 

15,000.00 

9,655.91 

SUBSCRIPTIONS/PERIODICALS 

700.00 

633.30 

INSURANCE 

10,000.00 

10,025.48 

PHYSICIAN  HEALTH  CMTE  PHONE 

600.00 

337.36 

DUES/CONTRIBUTIONS 

900.00 

1,468.00 

AUXILIARY  CONTRIBUTION 

3,500.00 

3,500.00 

DELPAC 

3,000.00 

526.23 

NEWSLETTER 

5,000.00 

3,285.00 

COMPUTERS 

0.00 

39,585.81 

OFFICE  RENOVATION 

0.00 

830.00 

200th  ANNIVERSARY 

0.00 

10,067.65 

MEDICARE  WORKSHOP 

0.00 

525.75 

ROSTER 

0.00 

2,500.00 

HISTORY  OF  MEDICAL  SOCIETY 

0.00 

2,500.00 

MISCELLANEOUS 

0.00 

10.00 

TOTAL  DISBURSEMENTS 

$380,459.00 

$381,239.33 

STATEMENT  OF  RESTRICTED  FUNDS 


1989 

RECEIPTS  BUDGET  ACTUAL 


1989  AMA  DUES 

$291,015.00 

1989  AMA  DUES 

337.00 

1989  KENT  COUNTY  DUES 

6,240.00 

1989  SUSSEX  COUNTY  DUES 

1,190.00 

DELAWARE  MEDICAL  JOURNAL 

9,000.00 

8,545.00 

BUILDING  FUND 

45,000.00 

41,425.00 

EDUCATION  FUND-1989  DUES 

4,500.00 

4,272.50 

- TEL  MED  TAPES 

750.00 

- CALENDAR 

500.00 

- GERIATRIC  SYMPOSIUM 

2,641.00 

BENEVOLENCE  FUND-1989  DUES  900.00 

854.50 

- CONTRIBUTION 

3,813.87 

AUXILIARY 

6,165.00 

DELPAC 

3,300.00 

ANNUAL  MEETING  - 1989 

21,865.00 

- 1988 

90.00 

BLOOD  BANK 

1,567.50 

CME  PROGRAM 

17,000.00 

19,460.00 

TOTAL  RESTRICTED  RECEIPTS 

$76,400.00 

$414,031.37 

1989 

DISBURSEMENTS  BUDGET 

ACTUAL 

AMA  DUES  - 1989 

$291,015.00 

AMA  DUES  - 1988 

357.25 

KENT  COUNTY  DUES 

5,850.00 

SUSSEX  COUNTY  DUES 

690.00 

DELAWARE  MEDICAL  JOURNAL 

9,000.00 

8,545.00 

BUILDING  FUND 

41,425.00 

EDUCATION  FUND-1989  DUES 

4,500.00 

4,772.50 

- 1988  DUES 

92.50 

- TEL  MED  TAPES 

750.00 

- GERIATRIC  SYMPOSIUM 

2,476.18 

BENEVOLENCE  FUND-1989  DUES 

900.00 

828.50 

- 1988  DUES 

18.50 

- CONTRIBUTION 

3,813.60 

AUXILIARY  DUES 

6,165.00 

DELPAC 

3,300.00 

ANNUAL  MEETING 

1,578.62 

BLOOD  BANK 

1,476.50 

CME  PROGRAM 

10,000.00 

12,708.59 

TOTAL  RESTRICTED 


DISBURSEMENTS  $24,400.00  $385,862.74 
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Consolidating  Balance  Sheet 


MEDICAL  SOCIETY  OF  DELAWARE  & SUBSIDIARIES 
CONSOLIDATING  BALANCE  SHEET 


December  31,  1988 

Medical  Society  of  Delaware 
Current  Funds  Custodian 

ASSETS  Unrestricted  Restricted  Fund 

Delaware 
Medical 
Journal 
Current  Fund 
Unrestricted 

*Medical  Society 
of  Delaware 
Insurance 
Services,  Inc. 

Elimination 

Entries 

Consolidated 

Balances 

CURRENT  ASSETS 
Cash 

$ 57,032 

$ 65,228 

$ 340,440 

$ 19,866 

$ 58,500 

$ ... 

$ 541,066 

Cash  held  in  Escrow 

13 

13 

Certificates  of  Deposit 

113,000 

40,000 

153,000 

Receivables: 

Commissions 

45,019 

45,019 

Interest 

2,265 

2,265 

Subsidiary 

42,907 

(41,611) 

1,296 

Other  (AMA) 

14,572 

14,572 

Investment  in  subsidiaries  100 

(100) 

Prepayments 

3,364 

591 

3,955 

Deposit 

659 

659 

233,240 

65,228 

380,440 

19,866 

104,782 

(41,711) 

761,845 

PROPERTY  AND  EQUIPMENT  AT  COST 


Leasehold  improvements 
Furniture  and  fixtures 

16243 

24,265 

13,587 

8,107 

16,243 

45,959 

40,508 

13,587 

8,107 

62,202 

Less:  accumulated 
depreciation 

26,579 

13,144 

4,980 

44,703 

13,929 

443 

3,127 

17,499 

TOTAL  ASSETS  $247,169 

$65,228 

$380,440 

$28,309 

$107,909 

$(41,711) 

$779,344 

LIABILITIES  AND  FUND  EQUITY 


CURRENT  LIABILITIES 
Dues  payable 
Corporate  taxes  payable 
Payroll  taxes  payable 
Due  to  affiliates 
Premiums  payable 
Accrued  expenses 

$ 20 
176 

6,727 

$ 

3,920 

$ 37,401 

21,464 

321,575 

$ 

241 

16,227 

$ 

42,929 

2,559 

$ 

(41,611) 

$ 37,421 
43,170 
176 

321,575 

9,286 

Total  liabilities 

6,923 

3,920 

380,440 

16,468 

45,488 

(41,611) 

411,628 

FUND  EQUITY 

Fund  balance 

240,246 

61,308 

3,841 

305,395 

Common  stock 

100 

(100) 

Retained  earnings 

62,321 

62,321 

240,246 

61,308 

3,841 

62,421 

(100) 

367,716 

TOTAL  LIABILITIES  AND  FUND  EQUITY 

$ 247,169  $ 65,228 

$ 380,440 

$ 20,309 

$ 107,909 

$ (41,711) 

$ 779,344 

^Fiscal  Year  Ends  September  30. 
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1990  Budget  Sheet 


1990  BUDGET 


1990  OPERATING  BUDGET 


1989  DUES  & AMA  REBATE 

$179,100.00 

SERVICES 

13,175.00 

INTEREST/DIVIDENDS  (est) 

200,000.00 

$392,275.00 

EXPENSES 

PERSONNEL 

$211,208.00 

BOARD  AND  COMMITTEES 

27,000.00 

INSURANCE 

9,372.00 

LEGAL  COUNSEL 

10,000.00 

ACCOUNTING/AUDIT 

5,000.00 

PUBLIC  RELATIONS 

19,200.00 

OFFICE  SPACE 

11,600.00 

OFFICE  SUPPLIES 

4,749.00 

TELEPHONE 

5,046.00 

POSTAGE 

10,091.00 

PRINTING/PHOTOCOPY 

12,402.00 

EQUIPMENT 

13,180.00 

TRAVEL 

15,000.00 

NEWSLETTER 

4,500.00 

DUES/CONTRIBUTIONS 

1,425.00 

SUBSCRIPTIONS 

600.00 

AUXILIARY 

3,500.00 

DMJ  DUES  EXEMPT 

1,700.00 

PHYSICIAN  HEALTH  PHONE 

450.00 

MISCELLANEOUS 

200.00 

TOTAL  EXPENSES 

$366,223.00 

REVENUE  IN  EXCESS 

OF  EXPENSES  $26,052.00 


1990  RESTRICTED  FUNDS  BUDGET 
RESTRICTED  RECEIPTS 


AMA  DUES 

$324,000.00 

KENT  CNTY  DUES 

6,400.00 

SUSSEX  CNTY  DUES 

1,200.00 

DMJ 

9,000.00 

BUILDING  FUND 

45,000.00 

EDUCATION  FUND 

5,750.00 

BENEVOLENCE  FUND 

900.00 

AUXILIARY 

6,165.00 

DELPAC 

3,300.00 

ANNUAL  MEETING 

38,000.00 

BLOOD  BANK 

1,500.00 

CME  PROGRAM 

19,000.00 

TOTAL  RECEIPTS 

$460,215.00 

RESTRICTED  DISBURSEMENTS 

AMA  DUES 

$324,000.00 

KENT  CNTY  DUES 

6,400.00 

SUSSEX  CNTY  DUES 

1,200.00 

DMJ 

9,000.00 

BUILDING  FUND 

45,000.00 

EDUCATION  FUND 

5,750.00 

BENEVOLENCE  FUND 

900.00 

AUXILIARY 

6,165.00 

DELPAC 

3,300.00 

ANNUAL  MEETING 

41,000.00 

BLOOD  BANK 

1,500.00 

CME  PROGRAM 

15,000.00 

TOTAL  DISBURSEMENTS  $459,215.00 


RECEIPTS  IN  EXCESS 

OF  DISBURSEMENTS  $1,000.00 
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Biological  Waste  Disposal 

^ from’l  1 

meillsili 


INC. 

Environmental  Services  Division 

New  rules  from  the  Delaware  Solid  Waste  Authority  and  impending  regulations  will  change  the 
way  you  must  dispose  of  needles,  sharps  and  other  equipment.  Medlab  now  provides  containers, 
pick-up  and  certified  disposal  for  one  low  fee.  Call  Medlab  at  (302)  655-5227  and  request  “Medlab 
Memorandum”  on  waste  disposal. 

BECAUSE  QUALITY  IS  ESSENTIAL  HUM 

INC. 

PO  BOX  2045 

WILMINGTON,  DELAWARE  19899 
(302)  655-LABS 
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Board  of  Directors 
Medical  Society  of  Delaware 
Wilmington,  Delaware 

We  have  audited  the  accompanying  consolidated  balance 
sheet  of  the  Medical  Society  of  Delaware  ( A Delaware  Corpora- 
tion) & Subsidiaries  as  of  December  31, 1988,  and  the  related 
consolidated  statements  of  revenue  and  expenses,  and  changes 
in  fund  equity  for  the  year  then  ended.  These  financial 
statements  are  the  responsibility  of  the  Society’s  manage- 
ment. Our  responsibility  is  to  express  an  opinion  on  these 
financial  statements  based  on  our  audit. 

We  conducted  our  audit  in  accordance  with  generally 
accepted  auditing  standards.  Those  standards  require  that 
we  plan  and  perform  the  audit  to  obtain  reasonable  assurance 
about  whether  the  financial  statements  are  free  of  material 
misstatement.  An  audit  includes  examining,  on  a test  basis, 
evidence  supporting  the  amounts  and  disclosures  in  the 
financial  statements.  An  audit  also  includes  assessing  the 
accounting  principles  used  and  significant  estimates  made 
by  management,  as  well  as  evaluating  the  overall  financial 
statement  presentation.  We  believe  that  our  audit  provides 
a reasonable  basis  for  our  opinion. 


In  our  opinion,  the  financial  statements  referred  to  above 
present  fairly,  in  all  material  respects,  the  financial  position 
of  the  Medical  Society  of  Delaware  as  of  December  31, 1988, 
and  the  results  of  its  operations  and  its  changes  in  fund  equity 
for  the  year  then  ended  in  conformity  with  generally  accepted 
accounting  principles. 

Our  audit  has  been  made  primarily  for  the  purpose  of 
forming  the  opinion  stated  in  the  preceding  paragraph.  The 
additional  information  contained  in  this  report  is  presented 
for  purposes  of  additional  analysis  and  is  not  a required  part 
of  the  basic  financial  statements.  Such  information  has  been 
subjected  to  the  auditing  procedures  applied  in  the  audit  of 
the  basic  financial  statements  and,  in  our  opinion,  is  fairly 
stated  in  all  material  respects  in  relation  to  the  basic  financial 
statements  taken  as  a whole. 

Haggerty  & Haggerty 
Certified  Public  Accountants 
Wilmington,  Delaware 
April  12,  1989 


A Healthy  Choice. 


Yes,  a large  choice  of  savings,  C.D.,  retirement  and  investment 
plans.  And  the  right  choice.  You  don't  need  the  headaches  that 
come  with  worrying  whether  you're  getting  the  most  for  your 
money.  We'll  take  good  care  of  you  with  our  financial  expertise 
and  friendly  service.  You'll  feel  good  about  banking  with  us. 


ARTISANS' 

W.  SAVINGS  BANK 


■I 


WILMINGTON  658-6881 
KENT  COUNTY  674-3920 


THE  BANK  YOU  CAN  TALK  TO! 

9th  & Tatnall  Sts.  • Concord  Mall  • Dover  • Midway  * Polly  Drummond  & Graylyn  Shopping  Centers 
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Report  of  the  President  of  the  Kent  County  Medical  Society 

Membership:  99 

Officers:  President  - William  A.  Rosenfeld,  M.D. 

Vice  President  - Stephen  G.  Cooper,  M.D. 
Secretary/ 

Treasurer  - Lamberto  M.  Arellano,  M.D. 
Trustees  - Leroy  B.  Buckler,  M.D. 

Edward  L.  Alexander,  M.D. 
William  A.  Rosenfeld,  M.D. 

Treasury:  $15,541 

Formal  complaints  in  past  year:  none 

Ongoing  investigations  by  Kent  County  Medical  Society:  none 

Charitable/research  ventures:  none 

Meetings:  quarterly 

Goals:  to  vigorously  support  the  objectives  and  suggestions 
of  the  Board  of  Trustees  and  DELPAC  especially 
regarding  changes  to  the  Medical  Practice  Act, 
Expenditure  Thrgets,  substance  abuse  legislation,  and 
any  new  externally  imposed  practice  limitations. 

William  A.  Rosenfeld,  M.D. 

President 

(The  report  was  filed.) 

Report  of  the  President  of  the 
New  Castle  County  Medical  Society 

The  New  Castle  County  Medical  Society  held  regular 
membership  meetings  throughout  the  year.  Topics  included 
discussion  of  professional  liability  insurance  in  Delaware,  the 
problems  of  the  Medical-Dental  Exchange,  long  term  medical 
issues  of  handicapped  individuals  and  a Legislative  Update 
from  the  American  Medical  Association. 

Henri  F.  Wendel,  M.D.,  President,  and  Ben  C.  Corballis, 
M.D.,  then  President-Elect  of  the  Medical  Society  of  Delaware, 
updated  the  members  on  the  status  of  professional  liability. 
They  discussed  the  types  of  coverage  available  plus  the 
carriers  of  the  insurance  in  Delaware.  They  also  presented  an 
overview  of  the  liability  situation  in  Delaware. 

Anthony  Cucuzzella,  M.D.,  and  Nina  Steg,  M.D.,  presented 
a program  entitled  “Implications  of  Long  Term  Medical 
Issues,”  which  was  arranged  with  the  assistance  of  the 
Coordinating  Council  for  the  Handicapped  Child  of  Delaware. 
They  presented  an  overview  of  the  type  of  care  and  programs 
which  are  available  to  handicapped  children  in  the 
community.  They  stressed  the  importance  of  primary  care 
physicians  being  involved  in  the  overall  care  of  the 
handicapped. 

Leslie  Ludwick,  Congressional  lobbyist  from  the  American 
Medical  Association,  presented  the  membership  with  an 


update  on  legislation  pending  in  Washington.  She  informed 
us  of  the  legislative  process  and  current  status  of  the  bill  on 
Expenditure  Targets. 

The  Board  of  Directors  also  held  regular  monthly  meetings 
during  the  year.  Highlights  from  Board  actions  include  the 
establishment  of  an  Ad-Hoc  Committee  to  evaluate  the  prob- 
lems with  the  operation  of  the  Medical-Dental  Exchange, 
development  of  a grant  to  the  twelve  main  libraries  in  New 
Castle  County  for  the  purchase  of  health  related  books, 
cosponsorship  of  one  bedroom  in  the  new  Ronald  McDonald 
House  in  conjunction  with  the  New  Castle  County  Medical 
Society  Auxiliary  and  implementation  of  a membership 
information  system  in  conjunction  with  the  Medical  Society 
of  Delaware. 

Standing  Committees  were  also  active  throughout  the  year. 
We  have  reviewed  and  accepted  44  new  applicants  for  member- 
ship since  November,  1988. 

Robert  G.  Altschuler,  M.D. 

President 

(The  report  was  filed.) 

Report  of  the  Sussex  County  Medical  Society  President 

The  Sussex  County  Medical  Society  had  three  quarterly 
meetings  this  year  and  the  first  meeting  was  held  March  1989 
at  the  Rehoboth  Country  Club.  Several  current  topics  of 
relevance  to  the  membership  were  discussed.  The  members 
were  informed  about  the  new  Legislative  Action  Committee 
and  they  were  given  an  insight  into  the  activities  of  the 
Committee.  Announcements  were  made  regarding  the  200th 
anniversary  of  the  Medical  Society  of  Delaware,  the  Delaware 
Medical  Journal  and  its  need  for  constant  contributions  from 
all  hospitals.  An  intense  and  significant  discussion  followed 
in  regards  to  an  AIDS  Clinic  in  Sussex  County.  Restraint  of 
Trade  was  briefly  discussed.  A Peer  Review  Report  was  given. 
A representative  from  the  Vo  Tech  Wellness  Center  introduced 
the  Center  to  the  members.  The  Sussex  County  Medical 
Auxiliary  gave  a report  of  their  activities  the  previous  year. 

The  second  meeting  was  held  on  June  15,  1989,  at  the 
Seaford  Golf  and  Country  Club.  Guests  present  were  Dr.  Henri 
Wendel,  President  of  the  Medical  Society  of  Delaware,  Mrs. 
Anne  Shane  Bader  and  Mr  Mark  A.  Meister.  After  a report 
from  the  Auxiliary,  follow-up  discussion  was  made  about  the 
AIDS  Clinic.  The  Sussex  County  Medical  Society  bylaws  were 
distributed  to  the  members  and  discussion  will  be  made  in 
the  future  regarding  any  changes  to  the  Bylaws.  The  Vital 
Statistics  Book  with  its  policy  implications  affecting  Sussex 
County  was  discussed.  During  the  second  half  of  the  meeting 
the  members  listened  to  selected  classical  piano  pieces 
performed  by  Dawn  Hopkins. 

The  Committee  on  Aging  sponsored  a Beach  Day  at 
Rehoboth,  Delaware,  and  the  Sussex  County  Medical  Socie- 
ty officers  helped  man  the  Society’s  booth. 

The  third  meeting  of  the  Sussex  County  Medical  Society  was 
held  on  September  21,  1989,  at  the  Colony  Inns,  Milford. 
Marshall  Williams,  M.D.,  Ph  D.,  from  the  Infectious  Disease 
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Section  of  the  Department  of  Medicine  at  the  Medical  Center 
of  Delaware  gave  a lecture  on  Sexually  Transmitted  Diseases 
with  particular  emphasis  on  syphilis.  After  his  lecture,  a 
discussion  was  held  on  the  Infant  Mortality  rate  in  Sussex 
County. 

Eduardo  L.  Jiloca,  M.D. 

President 

(The  report  was  filed.) 

Representative  to  the  Delaware  Academy  of  Medicine 

The  services  provided  by  the  Delaware  Academy  of  Medicine 
continue  to  grow  to  meet  the  needs  of  its  members.  During 
1988,  the  Academy’s  Lewis  B.  Flinn  Library  filled  7,886 
interlibrary  loan  requests  and  performed  619  on-line 
computer  searches.  This  was  an  increase  of  11%  and  14%, 
respectively,  over  1987.  The  Academy’s  Circuit-Riding 
Medical  Librarian  Program  remains  active  and  is  currently 
providing  library  services  on  a contractual  basis  to  Kent 
General  Hospital,  Milford  Memorial  Hospital,  Riverside 
Hospital  and  the  HMO  of  Delaware.  The  Library  also 
maintains  cooperative  arrangements  with  the  Medical  Center 
of  Delaware  Library  and  various  other  local  and  regional 
library  consortiums  for  the  benefit  of  its  members. 

As  a public  service,  the  Academy  operates  the  Tel-Med 
Program  which  provides  New  Castle  County  residents  with 
access  to  tape-recorded  messages  on  a variety  of  medical  and 
dental  topics.  This  service  is  also  available  to  Kent  County 
through  co-sponsorship  with  Kent  General  Hospital.  There 


are  currently  286  tapes  in  the  system  and  we  receive  an 
average  of  6,500  calls  per  month. 

Our  monthly  publication  of  the  Medical-Dental  Meetings  In 
Delaware  is  distributed  statewide  to  health  care  professionals. 
This  important  calendar  of  events  is  the  only  comprehensive 
monthly  listing  of  Continuing  Medical  Education  for 
physicians  and  dentists.  We  appreciate  the  cooperation  and 
support  of  the  hospitals  and  the  medical  and  dental  societies 
in  compiling  this  information. 

For  the  1989/90  academic  year,  the  Academy’s  Student 
Financial  Aid  Program  provided  a total  of  $37,500  in  loans 
to  16  Delaware  residents  attending  medical  and  dental  school. 
In  addition,  the  Student  Financial  Aid  Committee  distributed 
$172,000  in  scholarships  to  35  Delawareans  attending 
Jefferson  Medical  College  through  the  DIMER  Program.  All 
loans  and  scholarships  were  determined  by  the  Committee 
based  on  a financial  need  analysis  of  each  applicant. 

The  Academy’s  Auditorium  and  Lower  Level  Conference 
Center  continue  to  be  a focal  point  for  numerous  meetings. 
The  primary  users  of  the  facility  are  the  Medical  Society  of 
Delaware,  the  Medical  Center  of  Delaware,  the  New  Castle 
County  Medical  Society,  and  the  Delaware  State  Dental 
Society. 

On  March  3, 1989,  the  fifty-ninth  Annual  Banquet  was  held 
with  100  members  in  attendance.  The  guest  speaker  was  John 
P.  Utz,  M.D.,  Professor  of  Medicine  at  Georgetown  University 


Complete  Audiometric  Testing 
Hearing  Aid  Evaluation 
Hearing  Aid  Conformity  Evaluation 
Hearing  Aid  Checks 
Swim  Ear  Molds 

Fitted  Ear  Plugs  for  Noise  Protection 
Electronystagmography 
Brain  Stem  Evoked  Response  Audiometry 

BY  APPOINTMENT  (302)  454-7234 
100  Christiana  Medical  Center,  Newark,  Delaware  19702 

DIRECTOR  NORMAN  B.  ROBINSON  M.D 
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CHRISTIANA 

AUDIOLOGY 

ASSOCIATES  INCORPORATED 
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Medical  School.  In  addition,  the  Executive  Committee  held 
regular  meetings  during  the  year  to  discuss  the  operation  of 
the  building  and  other  issues  pertaining  to  the  medical  and 
dental  community. 

Leonard  P.  Lang,  M.D. 

Representative 

(The  report  was  filed  with  special  notation  regarding  the 
successful  and  timely  payback  of  outstanding  loans  by 
physicians  who  have  received  these  loans.) 

Reports  of  the  AMA  Delegates 

The  1988  Interim  Meeting  Report  was  published  in  the 
February  1988  issue  of  the  Delaware  Medical  Journal.  The 
1989  Annual  Meeting  Report  was  published  in  the  August 
1989  issue  of  the  Delaware  Medical  Journal. 

(The  reports  were  filed.) 

Report  of  the  Executive  Director 

The  Board  of  Trustees  met  on  eleven  occasions  during  the 
past  year  to  govern  the  affairs  of  the  Society.  Among  the 
diverse  range  of  issues  addressed  by  the  Board  were  the 
following: 

- Endorsed  that  the  Medical  Society  make  application  to  the 
Accreditation  Council  for  Continuing  Medical  Education 
( ACCME)  to  become  an  accredited  sponsor  of  AMA  Category  I 
CME  credit; 

- Approved  a pilot  study  to  evaluate  the  effectiveness  of  the 
Rx  Check  Program,  a medication  monitoring  program  for 
senior  citizens  initiated  by  the  Division  of  Aging; 

- Voted  to  support  the  HIV  Partner  Notification  Program 
developed  by  the  Bureau  of  Disease  Prevention,  Division  of 
Public  Health; 

- Monitored  negotiations  between  representatives  of  the 
Medical  Society  and  key  legislators  regarding  the  drafting 
of  amendments  to  the  Medical  Practices  Act,  resulting  in 
proposed  legislation  supported  by  the  Society; 

- Approved,  in  concept,  the  establishment  of  a planning  body 
to  consider  ways  of  promoting  an  increasingly  active  role  by 
the  Medical  Society  in  addressing  key  health  care  issues  in 
the  state  of  Delaware  and  nationally. 

- Received  Senate  Concurrent  Resolution  No.  56  from  the 
135th  General  Assembly,  extending  congratulations  to  the 
membership  of  the  Medical  Society  of  Delaware  on  its  200th 
Anniversary  of  incorporation. 

On  a personal  note,  I wish  to  thank  the  leadership  of  the 
Medical  Society  for  the  honor  of  having  been  chosen  to  succeed 
Mrs.  Bader  as  your  Executive  Director.  In  selecting  me  to 
serve  in  this  important  capacity,  you  have  displayed 
confidence  in  my  organizational  skills  and  ability  to  be  a 
steward  over  the  administrative  affairs  of  this  distinguished 
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Society.  I value  the  trust  you  have  placed  in  me  and  pledge 
to  serve  diligently  to  merit  your  respect  and,  hopefully,  your  i 
friendship.  I look  forward  to  the  challenges  that  await  us  in 
shaping  our  future  health  care  agenda,  as  the  Medical  Society 
of  Delaware  enters  its  third  century. 

Mark  A.  Meister 
Executive  Director 

(The  report  was  filed.) 

REPORTS  OF  THE  STANDING  COMMITTEES 

i 

Budget  Committee 

A meeting  of  the  Budget  Committee  was  held  at  7:00  p.m. 
on  Monday,  October  2,  1989,  at  the  Delaware  Academy  of 
Medicine  Building  in  Wilmington. 

The  committee  reviewed  detailed  financial  statements  for 
the  eight  months  ending  August  31,  1989,  along  with  year- 
end  projections  for  fiscal  year  1989.  The  committee  also 
reviewed  the  proposed  operating,  restricted  funds,  Delaware 
Medical  Journal  and  CME  program  budgets  for  1990.  The 
Board  of  Trustees  has  approved  the  1990  budget  and  the 
recommendations  that  follow  for  presentation  to  the  House 
of  Delegates: 

1.  The  office  renovation  savings  account  will  be  closed  with 
the  residual  balance  of  approximately  $5,000  to  be  in- 
vested in  the  portfolio  account. 

2.  The  committee  approved  Executive  staff  compensation 
for  1990  based  on  current  salary  levels,  which  includes 
one  month  salary  as  a bonus  (13  months)  and  an  increase 
based  on  the  CPI  for  12  months  ending  October  31, 1989. 

It  was  decided  that  the  following  year’s  staff  salary  would 
be  set  at  the  1990  compensation  level  with  all  subsequent 
increases  in  staff  compensation  to  be  reviewed  by  the 
budget  committee  on  an  individual  basis  with  the  recom- 
mendation of  the  Executive  Director. 

3.  Cost  estimates  will  be  obtained  to  publish  the  history  of 
the  Medical  Society  manuscript  authored  by  Peter  Nor- 
ton in  commemoration  of  the  Society’s  200th  anniversary. 

It  has  been  proposed  that  the  Norton  Manuscript  be 
published  in  a hardback  volume  to  include  reprints  of  the 
manuscripts  published  in  conjunction  with  the  Society’s 
100th  and  150th  anniversaries. 

4.  A three-tiered  rate  schedule  will  be  established  for  roster 
sales  as  follows:  no  charge  for  first  copies  to  members,  $10 
charge  for  additional  copies;  $25  charge  for  non-profit  in- 
stitutions; $50  charge  for  for-profit  companies. 

5.  It  is  recommended  that  the  advertising  and  subscriptions 
fees  for  the  Delaware  Medical  Journal  be  increased  in 
order  to  make  the  Journal  self  sufficient. 

Anthony  L.  Cucuzzella,  M.D. 

Chairman 

(The  report  was  adopted.) 
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Bylaws  Committee 

The  committee  met  to  discuss  Bylaws  revisions  necessary 
to  add  the  Speaker  of  the  House  of  Delegates  as  an  officer  of 
the  Medical  Society  of  Delaware.  The  Society  now  numbers 
over  1100  members  and  is  growing  rapidly.  Most  organiza- 
tions of  this  size  that  have  large  meetings  of  the  membership, 
use  the  expertise  of  a speaker  of  the  house  to  carry  out 
business.  This  person  should  be  one  who  is  expert  in 
parliamentary  procedure,  is  a member  of  the  Board  of 
Trustees,  and  can  be  expected  to  run  the  business  of  the  large 
meetings  of  the  organization  in  an  intelligent,  fair  and  ex- 
peditious manner.  Therefore,  continuity  in  the  office  is 
essential. 

The  following  Bylaw  amendments  are  recommended  by  the 
committee  to  incorporate  Speaker  of  the  House  of  Delegates 
as  an  officer  of  the  Society: 


1)  Article  V,  OFFICERS,  Section  1,  NAMED 

The  officers  of  this  Society  are  the  President,  Vice  Presi- 
dent, President-Elect,  Secretary,  Treasurer,  Speaker  of  the 
House  of  Delegates,  and  Executive  Director.  The  Executive 
Director  shall  be  a member  ex-officio  without  vote  of  all 
standing  and  special  committees.  S/he  shall  not  be  subject 
to  the  rules  of  qualification,  election,  and  tenure  that 
apply  to  other  officers  within  these  Bylaws. 

2)  Article  V,  OFFICERS,  Section  2,  QUALIFICATIONS 

Only  a person  who  has  been  a member  in  good  standing 
of  this  Society  for  at  least  five  years  immediately 
preceding  his  election  is  eligible  for  election  as  an  officer 
of  this  Society.  Any  person  known  to  have  solicited  votes 
for  or  sought  after  any  office  within  the  gift  of  this  Society 
shall  be  ineligible  for  any  office  within  two  years  after 
the  commission  of  said  offense. 


CHESTER  COUNTY  ORTHOPAEDIC  ASSOCIATES,  LTD. 

JACK  BOCHER,  M.D. 

JOHN  H.  BENNER,  M.D. 

MICHAEL  J.A.  WARD,  M.D. 

Richard  w.  Ziegler,  M.D. 

Specializing  in 

Orthopaedic  Surgery  Joint  Reconstruction  Hand  Surgery 
Sports  Medicine  General  Orthopaedics 

HOURS  BY  APPOINTMENT  ONLY 

Maple  and  Montgomery  Aves.  Suite  101 

West  Chester,  PA  19380  Kennett  Medical  Bldg. 

215-692-6280  McFarland  Road 

Kennett  Square,  PA  19348 
215-444-1344 
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3)  Article  V,  OFFICERS,  Section  6,  PRESIDENT 

The  President  shall  be  the  chief  executive  officer  of  the 
Society.  It  shall  be  his  duty  to  preside  at  all  general 
meetings  of  the  Society,  of  the  Board  of  Trustees;  and  of 
the  House  of  Delegates  unless  he  shall  have  designated 
a Speaker  as  provided  in  these  Bylaws;  to  have  general 
and  active  management  of  the  business  of  the  Society; 
to  see  that  all  orders  and  resolutions  of  the  Society, 
Houseof  Delegates,  and  Board  of  Trustees  are  carried  into 
effect;  to  execute  all  contracts  and  agreements  authorized 
by  the  Society,  House  of  Delegates,  or  Board  of  Trustees; 
to  make  such  appointments  of  personnel  as  are 
authorized  by  the  Society,  House  of  Delegates,  or  Board 
of  Trustees;  to  make  such  appointments  of  personnel  as 
are  authorized  and  to  act  as  official  spokesman  of  the 
Society;  to  deliver  an  address  at  such  time  as  may  be 
arranged;  to  act  as  the  real  head  of  the  profession  in  the 
State  and  to  visit  personally  at  least  once  during  his  term 
of  office  each  component  society;  to  assist  the  Trustees 
in  building  up  the  component  societies  and  making  their 
work  more  practical  and  useful;  to  serve  as  a member  of 
all  standing  and  special  committees;  to  make  an  annual 
report  to  the  House  of  Delegates;  and  to  appoint  all 
committees  not  otherwise  provided  for. 

4)  Article  V,  OFFICERS,  Add  Section  11,  SPEAKER  OF 
THE  HOUSE  OF  DELEGATES 


Section  11 

SPEAKER  OF  THE  HOUSE  OF  DELEGATES 

The  following  rights  and  duties  devolve  on  the  Speaker: 

(1)  To  preside  at  all  sessions  of  the  House  of  Delegates,  and 
perform  such  duties  as  custom  and  parliamentary  usage 
require;  (2)  The  Speaker  is  entitled  to  vote  only  when  the 
vote  is  by  ballot  and  in  case  of  a tie  in  an  open  vote 

5)  Article  VI,  HOUSE  OF  DELEGATES,  Section  2, 
COMPOSITION 

The  House  of  Delegates  shall  be  composed  of  (1) 
delegates  elected  by  the  component  societies,  each 
component  society  being  entitled  to  elect  one  delegate  for 
every  ten  active  members  in  good  standing  as  of  June  1st, 
or  major  fraction  thereof,  provided  each  component 
society  shall  be  entitled  to  elect  at  least  one  delegate; 

(2)  the  President,  Vice  President,  President-Elect, 
Secretary,  Treasurer,  Speaker  of  the  House  of  Delegates, 
all  Past  Presidents,  the  elected  Trustees,  the  AMA 
Delegates,  the  alternate  AMA  Delegates,  the  presidents 
of  the  county  medical  societies  and  the  editor  of  the 
Society’s  official  publication. 

6)  Article  VI,  HOUSE  OF  DELEGATES,  Section  4, 
CONDUCT  OF  BUSINESS 

The  House  of  Delegates  in  its  deliberations  shall  be 
presided  over  by  the  President,  or  if  he  so  desires  the 
President  shall  have  the  power  to  appoint  a Speaker  of 


the  House  of  Delegates.  The  Speaker  shall  be  a member 
of  this  Society,  and  his  sole  duty  shall  be  to  preside  at  the 
sessions  of  the  House  of  Delegates.  He  shall  not  have  the 
power  to  appoint  committees.  In  the  absence  of  the 
President  and  the  Speaker,  the  House  of  Delegates  shall 
be  presided  over  by  the  President-Elect.  The  House  of 
Delegates  in  its  deliberations  shall  be  presided  over  by  the 
Speaker.  In  his  absence,  a Speaker  Pro-Tern  may  be 
appointed  by  the  President.  Forty  members  shall  con- 
stitute a quorum  for  the  transaction  of  business.  The 
Secretary  shall  record  the  proceedings.  The  House  in  its 
meetings,  whether  in  regular  or  special  session,  shall  pro- 
ceed with  the  order  of  business  set  by  the  Secretary.  At 
any  meeting,  however,  the  House  by  specific  motion  may 
change  the  order  of  business  previously  set  by  the 
Secretary  and  proceed  thereunder  in  accordance  with  the 
terms  of  the  motion. 


7)  Article  VIII,  BOARD  OF  TRUSTEES,  Section  2, 
COMPOSITION 

The  Board  of  Trustees  shall  consist  of  ( 1 ) the  Trustees 
elected  by  the  component  societies,  the  number  of  which 
shall  be  one  trustee  per  one  hundred,  or  fraction  thereof,  . 
of  the  membership  but  not  fewer  than  two  per  county,  (2) 
the  presidents  of  the  county  societies,  (3)  one  represen- 
tative from  the  affiliate  members  (postgraduate  trainees 
only),  and  (4)  the  President,  Vice  President,  President- 
Elect,  Immediate  Past  President,  Secretary,  Treasurer, 
Speaker  of  the  House  of  Delegates,  Delegates  to  the 
American  Medical  Association,  and  the  Editor  of  the 
Society’s  official  publication. 

The  committee  also  discussed  Bylaw  revisions  necessary  to 
stagger  the  terms  of  the  AMA  Delegates,  to  be  provided  for  I 
as  follows: 


8)  Article  X,  DELEGATES  TO  THE  AMERICAN 
MEDICAL  ASSOCIATION,  Section  1,  ELECTION  AND 
TERMS 

The  House  of  Delegates,  when  the  action  will  be 
necessary  for  the  ensuing  regular  session  of  the  House 
of  Delegates  of  the  American  Medical  Association,  shall 
elect  such  number  of  members  of  this  Society  to  serve  as 
delegate  or  delegates  and  alternate  or  alternates  to  the 
House  of  Delegates  of  the  American  Medical  Association 
as  this  Society  is  entitled  to  by  the  most  recent  apportion- 
ment of  the  American  Medical  Association  and  shall  elect 
them  in  such  years  and  for  such  terms  as  will  comply  with 
the  applicable  provisions  of  the  Constitution  and  Bylaws 
of  the  American  Medical  Association.  Delegates  and 
alternates  serving  at  the  time  of  the  adoption  of  these 
Bylaws  shall  serve  the  terms  for  which  they  were  elected, 
and  no  vacancy  shall  be  deemed  to  exist  until  the  expira- 
tion of  their  elected  terms.  (Elected  in  the  odd  years  for 
a term  of  two  years.)  No  more  than  two  Delegates  and  two 
Alternate  Delegates  shall  be  elected  in  any  one  year  for  a 
term  of  two  years 
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The  following  revisions  are  recommended  in  order  to 
designate  the  Physician  Health  Committee  as  a Special  Com- 
mittee and  be  so  noted  in  the  Bylaws: 

1)  Article  VI,  HOUSE  OF  DELEGATES,  Section  7, 
SPECIAL  COMMITTEES 

The  House  of  Delegates  may  appoint  committees  com- 
posed of  any  members  of  the  Society  for  special  purposes, 
or  it  may  provide  for  such  committees  and  authorize  the 
appointment  by  the  President  of  members  of  the  Socie- 
ty to  such  committees.  Except  for  the  Physician  Health 
Committee,  such  committees  shall  annually,  prior  to  the 
annual  session,  deliver  to  the  Secretary  for  transmittal, 
to  the  House  of  Delegates,  a report  in  writing  of  their  ac- 
tivities during  the  year,  and  members  of  such  commit- 
tees may  participate  in  discussion  and  debate  relative  to 
their  reports,  but  unless  committeemen  are  delegates 
they  shall  not  have  the  right  to  vote. 

2)  Article  XIII,  STANDING  COMMITTEES,  Heading 
STANDING  AND  SPECIAL  COMMITTEES 


3)  Article  XIII,  STANDING  COMMITTEES,  Section  1, 
NAMED 

The  Standing  Committees  of  the  Society  consist  of  the 
following: 

(1)  Program  Committee 

(2)  Publication  Committee 

(3)  Public  Laws  Committee 

(4)  Budget  Committee 

(5)  Nominating  Committee 

(6)  Peer  Review  and  Professional  Evaluation  Committee 

(7)  Medical  Review  Committee 

(8)  Medical  Liability  Insurance  Committee 

(9)  Medical  Economics  Committee 

GO)  Public  and  Professional  Education  Committee 
(11)  Bylaws  Committee 

The  Special  Committees  of  the  Society  consist  of  the 
following: 

(1)  Physician  Health 


RUN  A SPECIAL 
PRACTICE. 

Today’s  Air  Force  has  special  opportuni- 
ties for  qualified  physicians  and  physi- 
cian specialists.  To  pursue  medical  excel- 
lence without  the  overhead  of  a private 
practice,  talk  to  an  Air  Force  medical  pro- 
gram manager  about  the  quality  lifestyle, 
quality  benefits  and  30  days  of  vacation 
with  pay  each  year  that  are  part  of  a 
medical  career  with  the  Air  Force.  Dis- 
cover how  special  an  Air  Force  practice 
can  be.  Call 


1 LT.  TOM  HAINES 
301-981-7897 

Station-to  Station  Collect 
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4)  Article  XIII,  STANDING  COMMITTEES,  Section  2, 
REQUIRED  REPORTS 

Each  of  these  committees,  except  for  the  Physician 
Health  Committee,  shall  annually  prior  to  the  annual 
session  shall  place  in  the  hands  of  the  Secretary  for 
transmittal  to  the  House  of  Delegates,  a report  in  writing 
concerning  its  activities  during  the  past  year.  Committee 
members  may  be  present  at  the  meeting  of  the  House  of 
Delegates  when  the  report  of  their  committee  is  received 
and  may  participate  in  discussion  and  debate  relative  to 
their  reports,  but  unless  committeemen  are  delegates 
they  shall  not  have  the  right  to  vote  on  the  respective 
reports  of  their  committees  in  the  House. 

5 ) Article  XIII,  STANDING  COMMITTEES,  Add  Section  17 , 

PHYSICIAN  HEALTH 

Section  17 

PHYSICIAN  HEALTH  COMMITTEE 

The  Physician’s  Health  Committee  shall  consist  of  not 
fewer  than  ten  Active  or  Life  Members  appointed  by  the 
President.  In  addition,  not  more  than  two  Affiliate 
Members  may  serve  on  the  Committee  as  Associates.  At 
least  one  half  of  the  Committee  shall  be  re-appointed  in 
each  successive  year. 

The  Committee  shall  be  concerned  with  serving  physi- 
cians who  have  health  problems  which  do  or  may  impair 
professional  functioning  and  with  protecting  the  public 
from  improper  health  care  by  impaired  physicians.  The 
activities  of  the  Committee  shall  be  governed  by  pro- 
cedures which  are  approved  by  the  Board  of  Trustees  and 
with  strict  adherence  to  the  principles  of  doctor-patient 
confidentiality. 

Doctors  Bishoff  and  Taub  agreed  to  serve  as  a subcommit- 
tee to  work  with  the  Chairman  of  the  Physician  Health 
Committee  in  drafting  appropriate  language  for  inclusion  in 
proposed  Article  XIII,  Section  17  of  the  Bylaws.  The  commit- 
tee agreed  to  review  the  proposed  wording  and  indicate  its 
approval  via  a telephone  poll  to  be  conducted  by  the  Society 
office. 

Dene  T.  Walters,  M.D. 

Chairman 

(The  report  was  adopted.) 

Judicial  Council 

No  cases  have  been  referred  to  the  Medical  Society  of 
Delaware’s  Judicial  Council  for  review  or  decision  during  the 
past  year. 

Respectfully  submitted, 

Mark  A.  Meister 
Executive  Director 


(The  report  was  filed  with  the  recommendation  that  in  the 
future  the  House  of  Delegates’  Handbook  include  a descrip- 
tion of  functions  of  various  committees  for  reference.) 

Medical  Economics  Committee 

There  have  been  no  meetings  of  the  Medical  Economics 
Committee  during  the  past  year. 

It  is  anticipated  that  the  cqmmittee  will  be  meeting  during 
the  coming  year  to  evaluate  various  programs. 

Garth  A.  Koniver,  M.D. 

Chairman 

(The  report  was  filed  with  the  recommendation  that  this 
committee  meet  on  an  annual  basis  to  review,  and  if  necessary 
comment  on,  the  various  insurance  policies  and  programs 
offered  and  sponsored  by  the  Society.) 

Medical  Liability  Insurance  Committee 

Meetings  of  the  Liability  Insurance  Committee  were  held 
numerous  times  during  the  past  year.  I think  the  most 
important  part  of  this  report  is  a “thank  you  very  much!”  to 
all  members  of  the  committee  and  our  staff  for  the  excellent 
attendance  and  participation  of  all  concerned.  This  commit- 
tee always  has  a great  responsibility  in  helping  to  guide  the 
membership  about  malpractice  insurance.  The  recommenda- 
tions supplied  to  the  Board  of  Trustees  are  invaluable. 

Early  in  1989  we  met  in  Dover,  with  two  representatives  of 
the  Doctors’  Company  from  California.  This  company  was 
described  as  the  largest  independent,  physician-owned 
professional  liability  insurer  in  the  country.  The  presentation 
was  excellent  and  very  well  received.  Many  of  their  benefits 
are  different  from  those  of  other  companies.  Unfortunately, 
at  the  time  of  this  meeting,  they  had  not  yet  been  licensed  in 
Delaware;  thus,  we  had  to  postpone  further  discussions  until 
the  license  was  granted. 

During  the  first  several  months  of  1989,  the  Medical  Society 
of  Delaware  was  represented  on  Delaware  Insurance  Commis- 
sioner Levinson’s  Task  Force  on  Liability  Insurance  by 
Dr.  Martin  Cosgrove.  This  committee  met  almost  weekly  in 
Dover  and  Wilmington  for  three  months,  but  no  final  report 
or  recommendations  have  been  published  yet. 

Several  meetings  were  held  in  Wilmington  and  New  Jersey 
with  the  New  Jersey  Medical  Society  Insurance  Company.  The 
perspective  presented  here  was  different  in  that  their 
approach  more  closely  resembles  occurrence  type  insurance 
which  does  not  require  a “tail”  on  leaving  the  company; 
however,  a big  problem  here  was  financing  the  “tail”  all 
physicians  would  have  to  purchase  to  cover  “prior  acts”  before 
joining  New  Jersey. 

A local  attorney  and  some  Delaware  physicians  are  at 
present  pursuing  the  concept  of  an  Insurance  Purchasing 
Group  as  a method  to  provide  liability  coverage. 

The  two  companies  doing  most  of  the  liability  insurance 
coverage  in  Delaware  are  Phico  and  CNA. 
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Several  months  ago,  CNA  started  with  their  risk  manage- 
ment seminars;  these  were  well  attended  by  local  physicians 
who  appreciated  both  the  legal  and  medical  advice  on  how 
to  stay  away  from  litigation.  An  added  incentive  here  was  a 
5%  reduction  in  premium  rates  for  all  attendees  for  three 
years.  The  Medical  Society  also  was  very  glad  to  hear  that 
there  would  be  no  changes  in  insurance  rates  for  CNA  for  the 
coming  year. 

In  early  August  1989,  the  committee  met  with  Phico 
Insurance  Company  and  we  were  very  happy  to  learn  there 
would  be  an  1 1%  or  12%  reduction  in  premium  costs  for  all 
insurance  levels  for  1990.  Also,  the  surcharge  program  was 
dropped  for  next  year,  but  the  option  for  a deductible  was  still 
possible  - to  be  used  only  in  extreme  cases.  Several  other 
proposals  including  consent  to  settle  without  physician 
approval,  payments  to  physicians  for  time  spent  helping 
prepare  a case  for  defense  and  a more  favorable  definition  of 
the  free  tail  concept  were  negotiated  positively  with  the 
Medical  Society. 

In  summary,  malpractice  insurance  rates  were  more  stable 
than  has  been  the  case  in  past  years.  We  are  a long  way  from 
being  content  with  the  status  quo,  but  at  least  the  “hole  in 
the  dike”  did  not  get  any  larger  this  year. 

Henri  F.  Wendel,  M.D. 

Chairman 


(The  report  was  filed  with  special  commendation  to  the  com- 
mittee and  its  chairman,  Dr.  Wendel.) 

Medical  Review  Committee 

The  Medical  Review  Committee  met  on  three  occasions  in 
1989. 

The  initial  January  4, 1989,  meeting  was  involved  primarily 
with  a presentation  by  Blue  Cross  Blue  Shield  of  Delaware 
regarding  their  new  methodology  for  determining  the  annual 
prevailing  fees.  There  was  a presentation  to  the  committee 
by  Mr.  Richard  Logan  and  Mr.  Robert  Tremain  from  Blue 
Cross  Blue  Shield  of  Delaware. 

At  both  its  January  4, 1989,  and  January  25, 1989,  meetings 
the  committee  discussed  problems  involved  with  "medically 
unnecessary”  denial  provisions  of  the  Omnibus  Budget  Recon- 
ciliation Act  1986.  The  American  Medical  Association  has 
been  working  to  resolve  problems  caused  by  the  denial  pro- 
visions of  this  act  and  has  been  actively  negotiating  with  the 
health  care  financing  administration.  The  AMA  had  asked 
the  Society  to  appoint  a contact  person  between  the  medical 
society  and  its  members  concerning  Medicare  medically 
unnecessary  denials.  At  the  request  of  Dr.  Henri  F.  Wendel, 
President  of  the  Medical  Society  of  Delaware,  the  Medical 
Review  Committee  agreed  to  act  as  this  contact  person. 


And  in  whatever  part  of  the 
hod\  heat  or  c old  is  seated 
there  is  disease 

Hippocrates 

Pierre  L.  LeRoy  M D , F.A.C.S.,  C.C.E., 
Medical  Director 


MEDICAL  THERMOGRAPHY  CONSULTING  SERVICES 

INDEPENDENT  THERMOGRAPHY  TEST 

AND 

SECOND  OPINION  CONSULTATION 

The  thermography  test  is  important  for  the  differential 

diagnosis  of  neuropathic,  circulatory,  skeletal  and  myofascial 
syndromes. 


FOR  MORE  INFORMATION 
CALL  OR  WRITE: 

R A Filasky 
Administrative  Director 
Delaware  Pain  Clinic  and 
Thermography  Laboratory 
(302)  738-0262 


* 25  YEARS  EXPERIENCE  IN  THERMAL  TESTING 
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At  the  January  25,  1989,  meeting  Miss  Kim  R Deiter, 
Manager,  Medicare  Professional  Care  Services,  Pennsylvania 
Blue  Shield,  was  an  invited  guest  and  communication  was 
established  with  her  regarding  these  denials.  Miss  Deiter 
agreed  to  work  with  the  committee  and  to  be  available  to  the 
chairman  regarding  problems  that  may  arise  from  the 
membership  and  their  dealings  with  Medicare  regarding 
medically  unnecessary  denials. 

The  final  meeting  of  the  committee  on  October  19,  1989, 
was  for  review  of  three  separate  requests  regarding  fees  and 
frequency  of  certain  procedures.  The  committee  also  discussed 
the  request  for  review  for  claims  submitted  to  neighboring 
states  Blue  Cross  Blue  Shield  plans. 

The  final  matter  was  the  AMA  publication  entitled 
“Guidebook  for  Medical  Society  Grievance  Committee  and 
Disciplinary  Committees”  from  the  American  Medical 
Association.  The  committee  finds  merit  in  these  proposals  and 
has  recommended  that  the  Board  of  Trustees  of  the  Medical 
Society  study  these  proposals  and,  if  appropriate,  consider 
restructuring  the  medical  society  committees  currently 
responsible  for  reviewing  grievances  and  disciplinary  matters. 

Anthony  L.  Cucuzzella,  M.D. 

Chairman 

(The  report  was  adopted  with  the  recommendation  that  the 
Board  of  Trustees  investigate  the  proposal  from  the  Guidebook 
for  Medical  Society  Grievance  Committees  and  Disciplinary 
Committees  from  the  American  Medical  Association  and,  if 
appropriate,  consider  restructuring  the  Medical  Society 
committees  currently  responsible  for  reviewing  grievances 
and  disciplinary  matters.  The  AMA  report  recommends  that 
peer  review  be  considered  by  two  committees,  a grievance  com- 
mittee to  hear  the  complaints  and  a disciplinary  committee 
to  take  any  action  that  would  be  indicated  based  on  those 
complaints.) 

Peer  Review  and  Professional  Evaluation  Committee 

There  have  been  no  meetings  of  the  Peer  Review  and 
Professional  Evaluation  Committee  during  the  past  year. 

Generally,  cases  received  by  the  Medical  Society  are  referred 
to  the  county  review  committees  for  consideration.  It  is 
anticipated  that  the  committee  will  meet  during  the  coming 
year  to  evaluate  its  role  and  future  activities. 

Gustave  K.  Berger,  M.D. 

Chairman 

(The  report  was  filed.) 


Program  Committee 

The  Program  Committee  hereby  records  for  the  official 
record  the  program  arranged  for  the  Annual  Scientific  Ses- 
sion of  the  Medical  Society  of  Delaware  on  November  18, 1989. 

9:00  EIGHTEENTH  CENTURY  MEDICINE  IN  COLONIAL 

a m AMERICA  AND  ITS  EFFICACY 

John  A.  Lanzalotti,  M.D.,  Adjunct  Professor  of 
History  of  Medicine,  College  of  William  and 
Mary,  Williamsburg,  Virginia 

9:40  THE  BIOLOGY  OF  HUMAN  AGING 

Leonard  Hayflick,  Ph.D.,  Professor  of  Anatomy, 
University  of  California  School  of  Medicine, 

San  Francisco,  California 

10:25  INTERMISSION  ~ VISIT  EXHIBITS 

11:00  THE  LEWIS  B.  FLINN  LECTURE: 

RETROVIRUSES  AND 
ENCEPHALOMYELONEUROPATHY 

Hilary  Koprowski,  M.D.,  Director,  Wistar  In- 
stitute, Philadelphia,  Pennsylvania 

11:45  NUTRITIONAL  APPROACHES  TO  AGING  AND 
DISEASES  OF  AGING 

Robert  A.  Good,  M D.,  Ph.D.,  Chairman, 
Department  of  Pediatrics,  University  of  South 
Florida,  St.  Petersburg,  Florida 

1:15  LUNCHEON  SPEAKER: 

The  Honorable  Louis  W.  Sullivan,  M.D., 
Secretary,  Department  of  Health  and  Human 
Services,  Washington,  D.C. 

2:15  SURGICAL  TREATMENT  OF  IMPOTENCE 

F.  Brantley  Scott,  M.D.,  Professor  of  Urology, 
Baylor  College  of  Medicine,  Houston,  Texas 

3:15  ADJOURNMENT 

As  an  organization  accredited  by  the  Association  Council 
for  Continuing  Medical  Education  (ACCME)  for  its  continu- 
ing medical  education  program,  Jefferson  Medical  College 
designates  this  activity  as  meeting  the  criteria  for  4 hours 
in  Category  I of  the  Physician’s  Recognition  Award  of  the 
American  Medical  Association.  The  program  has  been  review- 
ed and  is  acceptable  for  4 Prescribed  hours  by  the  American 
Academy  of  Family  Physicians. 

Peter  R.  Coggins,  M.D. 

Chairman 

(The  report  was  filed  with  special  commendation  to  Dr.  Cog- 
gins and  the  committee  for  a truly  outstanding  program.) 
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Public  and  Professional  Education  Committee 

The  Public  and  Professional  Education  Committee  con- 
ducted one  meeting  during  the  past  fiscal  year.  A consultant 
I on  accreditation  procedures  met  with  us  to  provide  guidance 
/ on  our  application  to  the  Accreditation  Council  for  Continu- 
ing Education.  This  application,  currently  in  progress,  will 
j result  in  a site  visit  to  inspect  our  program.  Approval,  if 
l granted,  will  assure  that  Medical  Society  of  Delaware  educa- 
tional activities  will  get  Category  I CME  credits,  needed  for 
relicensure. 

Continued  leadership  of  the  committee  was  assured  by  the 
appointment  of  Peter  J.  Mette,  M.D.,  as  Co-Chairman.  An 
Education  Activities  Subcommittee  is  also  being  appointed 
to  meet  with  physicians  seeking  to  conduct  approved 
educational  activities. 

James  F.  Reamer,  M.D. 

Co-Chairman 

(The  report  was  filed.) 


including  the  October  1989  issue  currently  in  press. 

There  have  been  39  scientific  articles  (33  of  which  have  been 
by  Delaware  authors)  and  a total  of  49  other  featured  articles 
dealing  largely  with  the  practice  of  medicine,  public  health 
issues  and  the  celebration  of  the  bicentennial  of  the  Medical 
Society  of  Delaware.  There  have  been  24  editorials,  five  letters 
to  the  editor,  seven  book  reviews  and  seven  obituaries.  The 
December  1988  issue  was  devoted  to  the  State  Health 
Department,  but  since  that  time  there  have  not  been  any 
special  issues.  It  has  seemed  best  for  reader  interest  to  have 
an  assortment  of  topics  in  each  issue. 

During  the  year  there  have  been  some  publishing  and 
printing  problems,  so  that  many  issues  have  been  late. 
Hopefully  most  of  these  problems  are  behind  us.  It  has  been 
a learning  year  for  all  of  us  as  we  strove  to  fill  the  void  created 
when  Bernadine  Paulshock  left.  The  editorial  assistant,  Amy 
L.  Trefsger,  and  I have  recently  attended  a seminar  on  some 
of  the  finer  points  of  journal  publishing.  We  hope  and  fully 
expect  to  be  able  to  publish  an  increasingly  more  interesting 
journal  in  the  months  and  years  ahead. 


Public  Laws  Committee 

Public  Laws  Committee  met  seven  times  during  the  first 
six  months  of  1989  and  considered  and  took  action  on  125  bills 
that  directly  or  indirectly  involved  the  practice  of  medicine. 
That  comes  to  an  average  of  18  bills  at  each  session.  It  seems 
that  there  is  no  daunting  the  enthusiasm  of  the  legislators 
for  introducing  bills. 

One  of  the  principal  bills  that  appeared  in  several  forms  was 
a bill  to  provide  a statewide  paramedic  system.  Although  in 
the  opinion  of  the  committee  and  the  Board  of  the  Medical 
Society  of  Delaware  at  least  one  of  those  bills  was  a very  good 
one,  it  received  no  support  in  the  House.  Other  topics  that 
concerned  us  in  1989  were  bills  directed  at  the  care  of  patients 
with  AIDS  and,  as  has  been  the  case  for  many  years,  bills  at- 
tempting to  change  the  public’s  attitude  towards  drugs  both 
legal  and  illegal.  In  fact,  bills  having  to  do  with  curbing  the 
use  of  illegal  drugs  were  less  plentiful  than  those  having  to 
do  with  the  control  of  alcohol  and  tobacco. 


Financially  the  journal  is  close  to  breakeven,  but  this 
depends  on  how  the  accounting  is  done.  Over  two  thirds  of 
operating  costs  are  covered  by  advertising  revenue;  the 
balance  by  the  Medical  Society  of  Delaware  and  other 
subscription  charges.  Careful  thought  is  being  given  to  ways 
to  make  it  self-supporting. 

Currently  our  biggest  problem  is  a dearth  of  good  scientific 
articles.  We  are  determined  to  maintain  the  tradition  of  a high 
quality  standard  in  order  to  make  this  a first  rate  scientific 
journal.  Your  contributions  are  earnestly  solicited.  We  would 
love  to  receive  more  case  reports,  especially  from  some  of  the 
fine  doctors  of  our  southern  counties. 

E.  Wayne  Martz,  M.D. 

Editor,  Delaware  Medical  Journal 
Chairman,  Publications  Committee 

(The  report  was  filed  with  the  recommendation  that  the  finan- 
cial statement  should  be  expanded  to  include  more  detail.) 


The  Chairman,  who  spent  two  months  having  his  coronary 
arteries  fine-tuned,  wishes  in  particular  to  thank  Ali  Z. 
Hameli,  M.D.,  the  Associate  Chairman,  for  stepping  in 
during  his  absence.  As  usual,  our  thanks  go  to  Beverly 
Dieffenbach,  who  staffs  the  work  of  this  committee,  and  we 
bid  a welcome  to  Mark  Meister. 


Allston  J.  Morris,  M.D. 

Chairman 


OCTOBER  31,  1989 
DELAWARE  MEDICAL  JOURNAL 
STATEMENT  OF  RECEIPTS  AND  DISBURSEMENTS 


Balance  in 
Checking  Account 

Dean  Witter 


11/01/87  - 10/31/88  11/01/88  - 10/31/89 
$10,537.58  $ 3,433.12 

7,000.52  14,743.43 


(The  report  was  filed.) 


Total  Receipts 


80,354.91  79,928.83 


Publications  Committee 

At  the  annual  meeting  of  the  Medical  Society  of  Delaware 
in  November  1988  I was  named  editor  of  the  Delaware  Medical 
Journal.  This  is  a report  of  the  Journal  since  that  time, 


Total  Disbursements  70,147.08 


78,033.79 


Dean  Witter 


(The  report  was  filed.) 


7,000.00 

Mark  A.  Meister 
Business  Manager 
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REPORT  OF  THE  NOMINATING  COMMITTEE  Medical  Review  Committee 


Nominating  Committee 

A meeting  of  the  Nominating  Committee  was  held  at  the 
Delaware  Academy  of  Medicine  Building  in  Wilmington  on 
October  5, 1989,  to  consider  positions  to  be  filled  for  the  year 
November  1989  through  November  1990. 

The  following  nominations  were  made: 

President  - William  H.  Duncan,  M.D. 

President-Elect  - Ali  Z.  Hameli,  M.D. 

Vice  President  - James  P.  Marvel,  Jr.,  M.D. 

Secretary  - Margaret  A.  Motl,  M.D. 

Treasurer  - Garth  A.  Koniver,  M.D. 

Speaker  of  the  House  - Roger  B.  Thomas,  Jr.,  M.D. 

Representative  to  the  Delaware 
Academy  of  Medicine  - Leonard  P.  Lang,  M.D. 


FOR  STANDING  COMMITTEES 


Budget  Committee 

Daniel  A.  Alvarez,  M.D.  Thomas  E.  Dyer,  M.D. 
Jeffrey  L.  Chait,  M.D.  Albert  Gelb,  M.D. 

Peter  R.  Coggins,  M.D.  Ali  Z.  Hameli,  M.D. 
Anthony  L.  Cucuzzella,  M.D.  Garth  A.  Koniver,  M.D. 


Bylaws  Committee 


Mehdi  Balakhani,  M.D. 
Anthony  L.  Cucuzzella,  M.D. 
Ronaldo  L.  Domingo,  M.D. 
Errol  Ger,  M.D. 

Dennis  R. 


Mustafa  Oz,  M.D. 

Robert  H.  Radnich,  M.D. 
Anis  Saliba,  M.D. 
Leonard  H.  Seltzer,  M.D. 
Witmer,  M.D. 


Program  Committee 


Peter  R.  Coggins,  M.D. 
Steven  L.  Edell,  D.O. 
Stephen  S.  Grubbs,  M.D. 
Herbert  J.  Keating,  III,  M.D. 


Venerando  J.  Maximo,  M.D. 
James  H.  Newman,  M.D. 

Jo  Ann  Rosenfeld,  M.D. 
Filomeno  T.  Viloria,  M.D. 


Public  and  Professional  Education 


Jose  L.  Barriocanal,  M.D. 
Habib  Bolourchi,  M.D. 
William  J.  Boyd,  M.D. 

Peter  Chodoff,  M.D. 

Steven  L.  Edell,  D.O. 

Mark  John  Granada,  M.D. 
Howard  Theodore  Harcke,  M.D. 
Rebecca  Jaffe,  M.D. 
Eduardo  L.  Jiloca,  M.D. 


Stephanie  Malleus,  M.D. 
E.  Wayne  Martz,  M.D. 
Elizabeth  Masten,  M.D. 
Peter  J.  Mette,  M.D. 

James  F.  Reamer,  M.D. 
Kent  A.  Sallee,  M.D. 
William  J.  Schickler,  M.D. 
Frederick  K.  Toy,  M.D. 
Robert  J.  Varipapa,  M.D. 


Publication  Committee 


Virginia  U.  Collier,  M.D. 
William  J.  Holloway,  M.D. 
Herbert  J.  Keating,  III,  M.D. 


E.  Wayne  Martz,  M.D. 
Margaret  A.  Motl,  M.D. 
James  H.  Newman,  M.D. 


Rhoslyn  J.  Bishoff,  M.D.  Vincent  G.  J.  Lobo,  Jr.,  D.O. 
William  H.  Duncan,  M.D.  Norman  Taub,  M.D. 

Martin  Gibbs,  M.D.  Dene  T.  Walters,  M.D. 

Leslie  W.  Whitney,  M.D. 


Medical  Economics  Committee 


Olin  S.  Allen,  II,  M.D. 
Robert  E.  Heckman,  M.D. 
Richard  N.  Hindin,  M.D. 
Janet  P.  Kramer,  M.D. 
Thomas  J.  Maxwell,  M.D. 


Robert  L.  Meckelnburg,  M.D. 
Perry  L.  Mitchell,  M.D. 
Bhaskar  S.  Palekar,  M.D. 
Michael  E.  Stillabower,  M.D. 
Raymond  R.  Strocko,  M.D. 


Jay  G.  Weisberg,  M.D. 


Medical  Liability  Insurance  Committee 


James  Beebe,  M.D. 

Jeffrey  L.  Chait,  M.D. 

Peter  R.  Coggins,  M.D. 

Ben  C.  Corballis,  M.D. 
Martin  J.  Cosgrove,  M.D. 
John  J.  DiBonaventure,  D.O. 
Martin  Gibbs,  M.D. 

C.E.  Graybeal,  M.D. 


C.  Robert  Green,  Jr.,  M.D. 
All  Z.  Hameli,  M.D. 
Stephen  J.  Lawless,  M.D. 
James  P.  Marvel,  Jr.,  M.D. 
Otto  R.  Medinilla,  M.D. 
Maria  D.  Perez,  M.D. 
Stephen  R.  Permut,  M.D. 
Henri  F.  Wendel,  M.D. 


Arthur  F.  Zimmerman,  M.D. 


Public  Laws  Committee 


Michael  A.  Alexander,  M.D. 
Rhoslyn  J.  Bishoff,  M.D. 
William  J.  Boyd,  M.D. 

Leroy  B.  Buckler,  M.D. 

V.  Terrell  Davis,  M.D. 

Diana  Dickson-Witmer,  M.D. 
William  H.  Duncan,  M.D. 

J.  Robert  Fox,  M.D. 

Ali  Z.  Hameli,  M.D. 

Robert  E.  Heckman,  M.D. 
Moses  Hochman,  M.D. 
Vincent  G.  J.  Lobo,  Jr.,  D.O. 
Otto  Raul  Medinilla,  M.D. 

Robert  D. 


Dorothy  M.  Moore,  M.D. 
Allston  J.  Morris,  M.D. 
Lyman  J.  Olsen,  M.D. 

Jorge  A.  Pereira-Ogan,  M.D. 
Stephen  R.  Permut,  M.D. 
Leo  W.  Raisis,  M.D.. 

Jaime  H.  Rivera,  M.D. 
William  A.  Rosenfeld,  M.D. 
William  J.  Schickler,  M.D. 
Henry  H.  Stroud,  M.D. 

Ilona  T.  Szucs,  M.D. 
Sarabeth  Walker,  M.D. 
Owens  S.  Weaver,  M.D. 
Vinter,  M.D. 


The  president  of  the  Society  intends  to  invite  all  members 
of  the  Legislative  Action  Committee  to  participate  in  the 
meetings  of  the  Public  Laws  Committee. 

DELEGATES  - AMERICAN  MEDICAL  ASSOCIATION 


(term  to  expire  12-31-89) 

Daniel  A.  Alvarez,  M.D.  - Two  year  term 
I.  Favel  Chavin,  M.D.  - One  year  term 
Peter  R.  Coggins,  M.D.  - Two  year  term 


776 


Del  Med  Jrl,  Jan.  1990-Vol.  62,  No.  1 


Proceedings  of  the  House  of  Delegates,  1989  - Part  I 


ALTERNATE  DELEGATES  ■ AMERICAN  MEDICAL  ASSOCIATION 

Alfonso  P.  Ciarlo,  M.D.  - Two  year  term 
Robert  E.  Heckman,  M.D.  - Two  year  term 
Martin  J.  Cosgrove,  M.D  One  year  term 

JUDICIAL  COUNCIL 

Edgar  R.  Miller,  M.D.,  Jr.  - Three  year  term 

BOARD  OF  MEDICAL  PRACTICE 
New  Castle  County 

Albert  Gelb,  M.D.  Maurice  Liebesman,  M.D. 

Edward  F.  Gliwa,  M.D.  Thomas  C.  Scott,  D.O. 

Leslie  W.  Whitney,  M.D. 

New  Castle  County 

Anthony  L.  Cucuzzella.  M.D.  Stephen  L.  Hershey,  M.D. 
Howard  Theodore  Harcke,  M.D.  Raymond  R.  Noble,  M.D. 

Roger  C.  Stevenson,  M.D. 

Sussex  County 

Jose  L.  Barriocanal,  M.D.  Sandra  C.  Foote,  M.D. 

Martin  J.  Cosgrove,  M.D  C.  E.  Graybeal,  M.D. 

Eduardo  L.  Jiloca,  M.D. 

Peer  Review  and  Professional  Evaluation  Committee  Chairman 
(WVMI  Delaware  Trustee) 

Brett  Elliott,  M.D. 

William  H.  Duncan,  M.D. 

Chairman 
Richard  T.  D’Alonzo,  M.D. 
Robert  G.  Altschuler,  M.D. 

Martin  J.  Cosgrove,  M.D. 
William  A.  Rosenfeld,  M.D. 

I The  report  was  adopted.) 

RESOLUTIONS 
Resolution  89-1 

Introduced  by:  Board  of  Trustees 

Subject:  Billing  for  Coverage  Provided  by  Colleagues 


Whereas,  physicians  in  independent  practice  provide  ser- 
vices to  patients  of  colleagues  who  are  away  on  weekends  or 
during  vacation  periods;  and 

Whereas,  it  is  a technical  violation  of  Medicare  and 
Medicaid  regulations  for  a physician  to  bill  for  services 
rendered  by  a colleague;  and 


Whereas,  frequently  patients  do  not  recognize  an  obligation 
to  pay  for  services  rendered  by  covering  physicians,  nor  even 
to  sign  and  forward  insurance  forms  pertaining  to  such 
services;  and 

Whereas,  the  attending  physician  submits  charges  for 
services  by  colleagues  to  reduce  the  confusion  occurring  when 
patients  receive  bills  or  insurance  forms  from  physicians 
acting  on  behalf  of  their  own  physician;  and 

Whereas,  there  is  clearly  no  attempt  to  defraud  the  govern- 
ment insurance  plans  nor  any  additional  cost  generated; 
therefore  be  it 

Resolved,  that  the  Medical  Society  of  Delaware  seek  legisla- 
tion to  permit  this  practice;  that  the  assistance  of  the  AMA 
be  enlisted  in  order  to  address  this  problem  through  national 
legislation;  and  that  the  assistance  of  Delaware’s  congress- 
ional representatives  be  sought  in  an  effort  to  prepare  such 
legislation. 

(The  Reference  Committeee  recommended  adoption  of  this 
resolution.  Resolution  89-1  was  adopted  by  the  House  of 
Delegates.) 

Resolution  89-2 

Introduced  by:  Board  of  Trustees 

Subject:  Honoring  Dr.  Lyman  J.  Olsen  at  the  House  of 
Delegates  Meeting 


Whereas,  Lyman  J.  Olsen,  M.D.,  began  his  distinguished 
international  career  in  public  health  in  1968  following  10 
years  of  pediatric  practice;  and 

Whereas,  Dr.  Olsen  assumed  the  position  of  Director  of  the 
Delaware  Division  of  Public  Health  in  1982;  and 

Whereas,  in  this  capacity  he  worked  diligently  to  enhance 
and  maintain  the  health  and  well-being  of  all  Delawareans; 
and 

Whereas,  Dr.  Olsen  has  served  in  leadership  positions  for 
numerous  state  and  national  health  organizations  and  agen- 
cies; and 

Whereas,  he  has  served  on  the  Board  of  Trustees  of  the 
Medical  Society  of  Delaware  since  1982  and  has  actively  par- 
ticipated in  numerous  committees  and  activities  of  the  Socie- 
ty; now  therefore  be  it 

Resolved,  that  the  House  of  Delegates  commend  Dr.  Olsen 
for  his  dedicated  service  on  behalf  of  his  colleagues,  the 
Medical  Society  of  Delaware  and  the  citizens  of  Delaware. 

(The  Reference  Committee  recommended  adoption  of  this 
resolution.  Resolution  89-2  was  adopted  by  the  House  of 
Delegates.) 
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Resolution  89-3 

Introduced  by:  Henri  F.  Wendel,  M.D. 

Subject:  Granting  Honorary  Membership  in  the  Medical 
Society  of  Delaware  to  Anne  Shane  Bader 


Whereas,  Anne  Shane  Bader  came  to  work  for  the  Medical 
Society  of  Delaware  in  1964,  and  within  a year  became  its  Ex- 
ecutive Director;  and 

Whereas,  she  retired  as  Executive  Director  in  June  1989 
following  25  years  of  loyal,  energetic,  and  inspired  service  to 
the  medical  profession;  and 

Whereas,  during  that  time  the  Medical  Society  of  Delaware 
has  doubled  its  membership,  renovated  its  headquarters, 
helped  re-write  Delaware’s  health  care  malpractice  act, 
established  a continuing  medical  education  program  for  physi- 
cians throughout  the  state,  formed  an  insurance  subsidiary, 
and  adopted  unified  membership  with  the  American  Medical 
Association;  and 

Whereas,  Anne  Bader  has  contributed  to  all  of  these  under- 
takings; and 

Whereas,  she  continues  to  serve  the  physicians  of  Delaware 
as  Executive  Vice  President  of  Medical  Society  of  Delaware 
Insurance  Services,  Inc.,  the  Society’s  wholly  owned  sub- 
sidiary; now  therefore  be  it 

Resolved,  that,  in  recognition  of  her  contribution  of  time  and 
service  to  the  Society  and  her  meritorious  service  to  Medicine, 
the  House  of  Delegates  grant  Honorary  Membership  in  the 
Medical  Society  of  Delaware  to  Anne  Shane  Bader. 

(The  Reference  Committee  recommended  adoption  of  this 
resolution.  Resolution  89-3  was  adopted  by  the  House  of 
Delegates.) 

Resolution  89-4 

Introduced  by:  Edward  F.  Gliwa,  M.D.,  and  Barbara  B.  Rose, 
M.D. 

Subject:  Creation  of  a Separate  Department  of  Health 


Whereas,  the  health  of  all  Delawareans  should  be  a primary 
priority  of  all  who  are  concerned  with  the  public  weal  in  the 
State  of  Delaware;  and 

Whereas,  a state  of  well-being  can  exist  only  where  both  the 
individual  and  the  community  are  motivated  to  identify  and 
take  those  steps  necessary  to  maintain  good  health;  and 

Whereas,  in  most  communities  and  populated  areas  many 
environmental  and  health-oriented  problems  cannot  be 
resolved  by  the  individual  but  only  through  community  and/or 
State  effort;  and 


Whereas,  many  health  problems  must  be  quickly  resolved 
in  order  to  have  an  immediate  successful  outcome  rather  than 
a more  distant  outcome  of  chronic  disability  and  premature 
deaths;  and 

Whereas,  a recent  study  published  by  the  Institute  of 
Medicine  on  the  Future  of  Public  Health  has  concluded  and 
recommended  that  each  state  should  have  a clearly  iden- 
tifiable Department  of  Health  which  unifies  all  primarily 
health  related  functions  under  a professional  administration 
and  provides  quick  and  accountable  responses  to  medical 
emergencies  as  well  as  medically  sound  procedures  in  on- 
going services  and  programs;  and 

Whereas,  it  has  been  suggested  in  two  recent  separate 
surveys  applying  the  same  standards  to  all  50  states  that 
Delaware  is  trailing  badly  in  “Health  Status”  and  in  effec- 
tive control  of  known  health  hazards;  and 

Whereas,  a reorganization  of  this  type  should  improve  the 
bottom  line  in  both  dollars  and  services;  now  therefore  be  it 

Resolved,  that  the  Medical  Society  of  Delaware  seek  legisla- 
tion to  establish  a separate  Department  of  Health;  and  be  it 
further 

Resolved,  that  the  new  Department  of  Health  assume 
responsibility  for  all  health  related  functions  for  services  and 
programs  for  all  ages  related  to:  physical  and  mental  health 
and  substance  abuse;  perinatal,  maternal  and  child  care;  in- 
fectious and  chronic  disease  control;  dental  programs; 
medically  related  environmental  health  concerns,  e.g.,  occupa- 
tional, air  and  water  concerns;  geriatric  health  services, 
nursing  homes;  hospital  care  for  the  indigent  chronically  ill 
or  disabled;  and  be  it  further 

Resolved,  that  the  Secretary  of  the  Department  of  Health 
serve  at  a cabinet  level  so  that  health  concerns  and  priorities 
will  be  related  to  the  highest  government  levels,  have  a 
medical  degree  and  have  demonstrable  administrative  ex- 
perience; and  be  it  further 

Resolved,  that  the  State  Board  of  Health  be  increased  from 
two  to  at  least  five  members  with  representation  from  the 
private  sector;  and  be  it  further 

Resolved,  that  on  approval  of  these  resolutions  a copy  be  for- 
warded to  the  Governor  and  chairmen  of  the  Health  and  Social 
Services  Committees  of  the  Delaware  State  Senate  and  House 
of  Representatives. 

(The  Reference  Committee  recommended  that  Resolution  89-4 
be  amended  by  substituting  the  following  for  the  second 
Resolved : 

Resolved,  that  the  new  Department  of  Health  assume 
responsibility  for  all  health  related  functions  for  services  and 
programs  for  all  ages  related  to  include  but  not  be  limited  to: 
physical  and  mental  health  and  substance  abuse;  perinatal, 
maternal  and  child  care;  infectious  and  chronic  disease  con- 
trol; dental  programs;  geriatric  health  services,  nursing 
homes;  hospital  care  for  the  indigent  chronically  ill  or 
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disabled;  forensic  medicine  and  science;  pre-hospital  care  of 
trauma  and  other  serious  medical  problems;  and  coordinate 
and  interface  with  other  authorities  in  efforts  of  medically 
related  environment  health  concerns;  and  be  it  further 

The  Reference  Committee  recommended  that  Resolution  89-4 
I be  amended  by  substituting  the  following  for  the  third 
Resolved: 

Resolved,  that  the  Secretary  of  the  Department  of  Health 
i serve  at  a cabinet  level,  have  a medical  degree  and  have 
demonstrable  administrative  experience  so  that  health  con- 
cerns and  priorities  will  be  related  to  the  highest  government 
levels;  and  be  it  further 

The  Reference  Committee  recommended  adoption  of  Resolu- 
tion 89-4  as  amended.  Resolution  89-4  was  adopted  with  the 
above  amendments  by  the  House  of  Delegates.! 

Resolution  89-5 

Introduced  by:  Environmental  and  Public  Health  Commit- 
tee of  the  Medical  Society  of  Delaware 

Subject:  Delaware’s  Poor  Health  Record:  What  Impact  Can 
Physicians  Make? 


Whereas,  Delaware  has  high  death  rates  from  Cancer 
j (especially  cancer  of  the  breast),  diabetes,  infant  mortality; 
and  has  too  high  an  incidence  of  sexual  diseases,  teenage 
pregnancies,  and  automobile  accidents  (exacerbated  by 
alcohol  and  the  non-use  of  seat  belts);  and 

Whereas,  current  evidence  relates  personal  health  behavior 
and  habits  especially  the  use  of  tobacco,  the  abuse  of  alcohol, 
poor  diets,  and  the  rejection  of  seat  belts  in  automobiles  and 
i helmets  for  motorcycle  riders  to  disability  and  deaths;  and 

Whereas,  for  80,000  plus  Delawareans  with  no  or 
inadequate  health  insurance  the  inability  to  pay  for  medical 
services  poses  a barrier  to  health  care;  and 

Whereas,  early  detection  and  management  improves  “cure” 
rates  and  cuts  costs  and  suffering;  now  therefore  be  it 

Resolved,  that  the  Medical  Society  of  Delaware  urge 
physicians,  who  have  not  done  so,  to  consider  patients’  ability 
to  pay  when  billing  for  services,  and  to  reduce  fees  for  those 
who  are  identified  to  have  a limited  ability  to  pay  medical  bills 
by  the  Department  of  Health  and  Social  Services,  the 
Nemours  Clinic  and  other  reputable  agencies  such  as  hospital 
clinics;  and  be  it  further 

Resolved,  that  the  Medical  Society  of  Delaware  urge  all 
Delawareans  to  support  improved  school  health  education 
through  a broadly  based  educational  program  with 
academically  trained  health  educators  to  teach  and/or  super- 
vise teaching  positive  decision  making  and  health  behavior, 
including  efforts  to  develop  self-esteem.  It  should  be  associated 
with  totally  smoke-free  schools,  so  that  employees  as  well  as 
students  practice  what  is  taught;  and  be  it  further 


Resolved,  that  physicians  take  full  advantage  of  their 
patient  contacts  to  inform  and  to  guide  the  patients  they  see 
to  adopt  health  diets,  get  enough  exercise,  quit  tobacco,  avoid 
abuse  of  alcohol  and  use  seat  belts  although  additional  public 
education  will  be  required  especially  for  senior  citizens  since 
age  itself  increases  the  risk  of  chronic  disease;  and  be  it 
further 

Resolved,  the  Medical  Society  of  Delaware  support  legisla- 
tion to  protect  the  non-smoking  public  including  children  from 
exposure  to  tobacco  especially  in  public  places,  and  for  the  use 
of  seat  belts  and  helmets  for  motorcycle  riders  in  order  to 
reduce  illness  and  deaths  as  well  as  reducing  health  care  costs; 
and  be  it  further 

Resolved,  that  higher  cigarette  and  alcohol  taxes  should  be 
imposed  to  discourage  use  and  help  pay  for  education  to 
control  the  use  of  dangerous  drugs  of  all  types;  and  be  it 
further 

Resolved,  that  the  Medical  Society  of  Delaware  urge  the  lay 
public  throughout  the  state  to  join  in  the  effort  to  assure  that 
wellness  concepts  are  understood  by  all,  that  early  detection 
of  chronic  diseases  is  encouraged,  and  that  health  care  is 
easily  available  for  those  at  risk.  It  will  be  necessary  to  press 
the  Governor,  the  legislators  and  the  mayors  to  assume  their 
responsibility  to  assign  more  funds  for  housing,  Medicaid,  food 
stamps,  and  preventive  health  services  especially  for  pregnant 
women,  children  who  need  immunization,  and  for  health  care 
services  for  the  disabled  and  disadvantaged. 

(The  Reference  Committee  accepted  the  intent  of  this  resolu- 
tion but  had  concerns  over  legal  ramifications  and  whether 
or  not  the  Medical  Society  should  be  telling  the  state  what 
taxes  it  should  raise  and  therefore  recommended  that  the 
resolution  be  re-written  by  the  Board  of  Trustees.  Resolution 
89-5  was  referred  to  the  Board  of  Trustees  by  the  House  of 
Delegates.) 

Resolution  89-6 

Introduced  by:  Delaware  AMA  Delegation 

Subject:  Memorial  Resolution  for  H.  Thomas  McGuire,  M.D. 


Whereas,  H.  Thomas  McGuire,  M.D.,  died  of  congestive 
heart  failure  on  August  25,  1989,  at  the  age  of  83; 

Whereas,  Doctor  McGuire  faithfully  served  his  community 
and  the  State  of  Delaware  as  a general  practitioner  for  nearly 
50  years;  and 

Whereas,  Doctor  McGuire  was  a recognized  expert  in  the 
treatment  of  alcoholism  and,  as  a member  of  the  National 
Council  on  Alcoholism,  he  lectured  for  many  years  in  the 
United  States  and  abroad;  and 

Whereas,  Doctor  McGuire  was  a Delegate  to  the  American 
Medical  Association  from  1953  until  1971,  serving  as  Vice 
President  of  the  AMA  from  1970  to  1971;  and 
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Whereas,  Doctor  McGuire  was  a former  President  of  the 
Medical  Society  of  Delaware,  the  New  Castle  County  Medical 
Society  and  the  National  Association  of  Blue  Shield  Plans  and 
was  a recipient  of  the  Medical  Society  of  Delaware’s 
distinguished  service  award;  therefore  be  it 

Resolved , that  the  House  of  Delegates  of  the  AMA  recognize 
Doctor  McGuire’s  significant  contributions  to  the  medical 
profession  and  to  the  society;  and  be  it  further 

Resolved,  that  the  American  Medical  Association  express 
its  deepest  sympathy  to  Doctor  McGuire’s  wife,  Louise,  and 
his  family. 

(The  Reference  Committee  recommended  adoption  of  this 
resolution.  Resolution  89-6  was  adopted  by  the  House  of 
Delegates.) 

Resolution  89-7 

Submitted  by:  Delaware  AMA  Delegation 

Subject:  Administrative  Financial  Policy  Reorganization  of 
the  American  Medical  Association 


Whereas,  a strong  financial  structure  with  necessary  ad- 
ministrative checks  and  balances  is  desirable;  and 

Whereas,  the  financial  strength  of  the  American  Medical 
Association  is  directly  attributable  to  the  component  state 
societies  and  individual  memberships;  and 

Whereas,  the  current  Bylaws  and  corporate  structure  of  the 
American  Medical  Association  leaves  something  to  be  desired 
in  light  of  the  complexity  and  the  vagaries  of  modern  day 
financials;  and 

Whereas,  there  is  currently  a “two-tiered”  corporate  struc- 
ture to  that  organization  with  regards  to  executive  manage- 
ment and  trustee  management;  and 

Whereas,  there  is  no  financial  accountability  policy  to  pro- 
tect the  Board  of  Trustees  of  the  American  Medical  Associa- 
tion; and 

Whereas,  all  abuses  of,  and  lack  of  knowledge  of,  certain 
financials  by  the  component  societies  and  membership  is  to 
be  avoided;  now  therefore  be  it 

Resolved,  that  this  House  of  Delegates  strongly  recommend 
that:  1)  an  ad  hoc  committee  of  the  Board  of  Trustees  of  the 
American  Medical  Association  be  established  comprising  at 
least  one  representative  from  each  regional  conference  and 
four  representatives  from  the  Board  of  Trustees,  including  the 
Secretary/Treasurer  of  that  Board,  the  Deputy  Vice  President 
for  Financial  Affairs  of  the  Association  and  eight  at-large 
members  from  the  House  of  Delegates  to  the  American 
Medical  Association;  2)  that  the  committee  report  back  before 
the  semi-annual  meeting  in  June  of  1990  recommended 
changes  in  the  administrative  financial  and  trusteeship  of  the 
AMA  and  recommend  the  establishment  of  certain  financial 


policies;  3)  that  in  the  interim,  all  non-budgetary  items  in  ex- 
cess of  $25,000  require  two  signatories,  one  of  whom  shall  be  I 
the  Secretary/Treasurer  of  the  American  Medical  Association 
or  his  designated  proxy;  4)  that  the  ad  hoc  committee  be  in- 
structed to  require  the  establishment  at  the  Board  of  Trustees 
level  of  a finance  committee  and  of  an  audit  committee,  all 
of  whose  voting  members  shall  be  physicians  not  employed  j 
in  the  administration  of  the  American  Medical  Association; ' 
5)  that  the  fiduciary  liability  of  the  Board  of  Trustees  of  the 
American  Medical  Association  be  explicitly  outlined  to  each 
Trustee;  6)  that  each  component  member  society  of  the 
American  Medical  Association  be  apprised  semi-annually  of 
the  financials  of  that  organization;  and  7)  that  an  interim 
financial  and  audit  policy  be  established  and  disseminated 
prior  to  the  report  of  the  ad  hoc  committee. 

(The  Reference  Committee  recommended  adoption  of  this 
resolution.  Resolution  89-7  was  adopted  by  the  House  of 
Delegates.) 

Resolution  89-8 

Introduced  by:  Daniel  DePietropaolo,  M.D. 

Subject:  Medical  Care  for  the  Indigent  in  Delaware 


Whereas,  the  current  system  for  providing  indigent  care  in 
the  State  of  Delaware  is  woefully  inadequate;  and 

Whereas,  the  State  of  Delaware  has  dropped  to  50th  in  the 
United  States  in  many  vital  categories  of  health  care;  and 

Whereas,  the  indigent  population  is  bearing  the  brunt  of 
this  decrease  in  health  status;  and 

Whereas,  the  number  of  indigent  patients  has  grown  con- 
siderably over  the  past  years  (primarily  because  of  AIDS);  and 

Whereas,  some  hospitals  in  the  state  have  been  forced  to  pro- 
vide indigent  care  without  compensation  and  accept  the  in- 
creasing deficits;  now  therefore  be  it 

Resolved,  that  the  Medical  Society  of  Delaware  urge  the 
Delaware  State  government  to  allocate  the  appropriate  funds 
for  the  care  of  the  medically  indigent  within  our  state;  and 
be  it  further 

Resolved,  that  a special  committee  of  legislators,  health  care 
workers  and  other  citizens  of  the  state  be  appointed  forthwith 
to  start  planning  implementation  of  this  program. 

(The  Reference  Committee  recommended  adoption  of  this 
resolution.  Resolution  89-8  was  adopted  by  the  House  of 
Delegates.) 

The  remainder  of  the  reports  considered  at  the  House  of 
Delegates  meeting  will  be  published  in  the  February  1990 
issue  of  the  Delaware  Medical  Journal. 

The  complete  report  of  the  Proceedings  of  the  House  of 
Delegates  is  on  file  at  the  Medical  Society  office  and  is 
available  to  members. 
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William  H.  Duncan,  M.D. 
President 


A Partnership  with  a Capital  P 


Advocacy  for  the  health  and  well  being  of  our 
fellow  man  has  long  been  a recognized  role  for 
physicians.  This  advocacy  has  from  time  to  time 
been  both  praised  and  condemned  based  on  a 
given  constituent’s  motives  at  a given  point  in 
time.  The  praise  usually  centers  around  admir- 
ing technology,  preventive  medicine,  timely 
diagnosis,  survival  rates  and  longevity,  and  a 
whole  host  of  other  factors.  The  condemnation  on 
the  other  hand  seems  to  be  centered  around  only 
one  factor  - economics.  The  assessment  by  the  lat- 
ter being  that  physicians  have  only  taken  a stand 
or  used  a new  technology  or  whatever,  to 
economically  enrich  themselves.  My  view  and 
experience  in  just  30  years  of  practice  leans  most 
heavily  toward  the  praise  side  of  the  equation  for 
all  physicians.  However,  I hope  you  agree  with  me 
that  the  general  image  or  perception,  not  of  our 
patients,  but  by  the  politicians  and  the  media, 
seems  to  lean  toward  the  condemnation  side. 
Physicians  too  have  from  time  to  time  also  been 
very  critical  of  politicians,  bureaucrats  and  the 
media. 
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Since  November  a number  of  initiatives  have 
been  undertaken  to  project  the  true  image  of 
what  physicians  and  our  Society  are  all  about. 
One  of  these  initiatives  is  to  develop  a partner- 
ship with  our  State  Government  in  medicine  and 
health. 

There  are  30  state  councils,  commissioners, 
authorities,  boards  and  task  forces  within  state 
government  in  some  way  related  to  medicine  or 
health.  These  groups  may  be  appointed  by  the 
Governor,  the  Society,  the  Department  of  Health 
and  Human  Services,  the  State  Board  of  Health 
or  the  Division  Director.  These  groups  represent 
374  appointments  of  Delaware  citizens.  Of  the 
appointments  to  these  groups  there  are  58  physi- 
cians. Unfortunately,  several  of  these  appoint- 
ments are  held  by  one  person,  but  nevertheless, 
a physician  is  involved.  Unfortunately  I am  also 
led  to  believe  that  some  of  the  physicians  holding 
these  appointments  are  not  earning  their  perfect 
attendance  “gold  stars.”  Also,  it  must  be  pointed 
out  that  these  physicians  have  been  invited  to 
serve  as  individuals,  not  by  virtue  of  being 

793 


President’s  Page  - Duncan 

members  of  our  Society. 

Using  very  rough  arithmetic,  0.05  percent  of 
Delawareans  are  appointed  to  these  groups,  but 
of  the  Delawareans  appointed,  16  percent  are 
physicians.  However,  and  unfortunately,  there  are 
no  physicians  currently  on  the  Council  of  Public 
Health.  Among  others  there  are  also  no  physi- 
cians on  the  Council  of  Aging,  Council  of  Mental 
Retardation,  Council  of  Social  Services,  Task 
Force  for  Housing  for  Senior  Citizens,  Long-Term 
Care  Oversight  Committee  or  Public  Health 
Services  Block  Grant  Review  Committee.  After 
meeting  with  Secretary  Thomas  Eichler  in  an 
effort  to  enhance  our  further  participation,  I have 
sought  nominations  from  each  of  the  Presidents 
of  our  county  societies,  for  the  Committees  on 
Alcoholism,  Drug  Abuse  and  Mental  Health, 
Long  Term  Care  Facilities,  Public  Health  and 
Social  Services.  In  addition  I would  ask  any  of  you 
who  have  an  interest  in  sitting  on  any  of  these 
groups  to  let  me  know  directly. 

Another  initiative,  a joint  initiative, 
culminated  in  the  Governor’s  press  conference  on 
December  20,  1989,  on  his  “Health  Plan  for  the 
1990s.”  This  plan  will  be  my  subject  next  month. 


Recognizing  now  that  there  are  a significant  ^ 
number  of  physicians  involved  in  health  care 
policy  issues  for  the  State,  it  is  my  intention  to 
write  to  each  one  involved  acknowledging  their  j 
appointments  and  participation,  and  volunteer- 
ing all  components  of  our  Society  to  support  their 
efforts  on  these  Boards  and  Councils,  and  to  seek 
periodic  informal  reports  on  their  activities. 

There  is  a physician  partnership  in  health  and 
medicine  in  the  state.  Our  position  is  to  recognize 
it,  strengthen  and  enhance  it,  and  make  it  a true 
Partnership  - with  a capital  P.  This,  coupled  with 
the  activities  of  our  Legislative  Action  Commit- 
tee, will  gain  the  positive  recognition  we  deserve. 


William  H.  Duncan,  M.D. 
President 
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GRAND  ROUNDS 


CPC:  Hypercalcemia  and  Weight  Loss  in  a Middle-aged  Female 

Robert  Flinn,  M.D. 


CASE  PRESENTATION 

Joseph  F.  Pietrolungo,  D.O. 


The  patient  is  a 67-year-old  white  female  with 
a several  month  history  of  persistent  malaise  and 
low  back  pain  not  relieved  by  self-medication 
with  multivitamins  and  a calcium  supplement. 
On  evaluation  a chest  x-ray  revealed  an  ill- 
defined  soft  tissue  density  adjacent  to  the  right 
superior  mediastinum  at  the  level  of  the  carina. 
Thoracic  and  lumbar  spine  films  demonstrated 
prominent  degenerative  changes  without 
osteolytic  or  osteoblastic  lesions.  A serum 
calcium  was  12.4  mg  per  100  ml,  and  her 
creatinine,  which  had  been  1.1  mg  per  100  ml  9 
months  earlier,  was  4.2  mg  per  100  ml.  She  was 
referred  to  a nephrologist  who  diagnosed  pro- 
gressive renal  insufficiency,  most  likely  secon- 
dary to  hypercalcemia,  and  advised  the  patient 
to  discontinue  the  calcium  supplement.  A serum 


Dr.  Flinn  is  Chairman  of  the  Department  of  Medicine  at  the  Medical  Center  of 
Delaware  and  a member  of  the  Senior  Staff,  Section  of  Nephrology. 

Presented  at  Medical  Grand  Rounds,  Department  of  Medicine,  Medical  Center 
of  Delaware  on  October  19,  1989. 


parathyroid  hormone  (PTH)  level  was  45  eq  per 
ml  (normal  10-80).  Renal  ultrasound  was  normal, 
and  a 24  hour  urinary  protein  electrophoresis 
and  serum  immunoelectrophoresis  failed  to 
reveal  a monoclonal  protein. 

Six  weeks  later  she  was  symptomatically  im- 
proved. A creatinine  was  1.8  mg  per  100  ml  and 
calcium  9.8  mg  per  100  ml.  Computerized 
tomography  of  the  chest  had  been  performed  in 
the  interim,  and  revealed  prominent  right 
paratracheal  and  superior  mediastinal  aden- 
opathy. 

Three  weeks  later  and  10  days  before  admis- 
sion, the  patient  noted  right  posterolateral  rib 
pain  without  a history  of  trauma  or  strain.  The 
pain  was  not  relieved  with  a “pain-killer”  or 
aspirin.  She  also  noted  the  onset  of  constipation. 
She  was  seen  by  her  nephrologist  for  these  com- 
plaints, and  was  found  to  have  a serum  calcium 
of  13.8  mg  per  100  ml.  She  was  admitted  for  fur- 
ther evaluation. 
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There  was  a 13  year  history  of  hypertension 
and  a seven  year  history  of  Type  II  diabetes 
mellitus.  Glaucoma  had  been  diagnosed  one  year 
before  admission.  A calcified  fibroadenoma  had 
been  found  on  right  breast  biopsy  one  year 
earlier.  The  patient  took  glyburide  and 
verapamil  and  used  timolol  eyedrops. 

The  patient’s  mother  died  with  breast  cancer, 
and  her  father  died  with  melanoma.  One  sister 
had  cervical  cancer,  and  another  had  a 
gastrointestinal  malignancy.  The  patient  had 
never  smoked  and  did  not  drink.  There  was  no 
history  of  exposure  to  asbestos  or  other  toxins. 

Review  of  systems  was  notable  for  a 50  pound 
weight  loss  in  the  past  two  years,  which  she  claims 
was  willful.  She  admitted  to  night  sweats,  but 
denied  anorexia.  There  was  no  history  of  cough, 
hemoptysis,  chest  pain  or  hoarseness,  and  the 
rest  of  the  review  of  systems  was  negative  in 
entirety. 

On  physical  examination  the  patient  was  a 
pleasant,  obese  white  female  in  no  acute  distress. 
She  was  afebrile,  and  the  blood  pressure  was 
180/80.  Several  areas  of  hypopigmentation 
measuring  5mm  in  diameter  were  noted  on  the 
upper  extremities  and  thorax.  The  head,  eye,  and 
oropharyngeal  exams  were  normal.  No 
thyromegaly,  lymphadenopathy  or  neck  masses 
were  noted.  There  was  a nodular  area  of 
irregularity  in  the  right  breast  that  was  not  fixed, 
and  mild  tenderness  to  percussion  was  noted  over 
the  right  lower  ribs  posteriorly.  The  remainder 
of  the  examination  was  normal. 

The  serum  calcium  was  14.0  mg  per  100  ml, 
albumin  3.0  g per  100  ml,  phosphorus  5.3  mg  per 
100  ml,  and  serum  glucose  (random)  186  mg  per 
100  ml.  Serum  electrolytes  were  normal.  The 
hematocrit  was  29.8  per  cent  with  normal 
indices.  On  urinalysis  the  pH  was  6.0  with  nor- 
mal dipstick  and  microscopic  examinations. 
Chest  x-ray  showed  mild  cardiomegaly  and  con- 
firmed the  previously  noted  right  paratracheal 
density. 

On  admission  the  patient  was  treated  with 
intravenous  normal  saline  and  furosemide,  and 
the  calcium  decreased  to  9.7  mg  per  100  ml  in 


several  days.  A serum  protein  electrophoresis  was 
within  normal  limits.  The  serum  thyroxine  was 
5.6  meg  per  100  ml  and  T3  resin  uptake  40%. 
Simultaneous  serum  calcium  and  PTH  (mid- 
region assay)  were  11.1  mg  per  100  ml  and  46  eq 
per  ml  (normal  10-80)  respectively.  Right  rib 
films,  mammography,  and  a 99mTc  MDP  bone 
scan  were  normal.  A PPD  was  negative,  but  the 
patient  was  found  to  be  anergic. 

On  the  fourth  hospital  day  a diagnostic  pro- 
cedure was  performed. 

DIFFERENTIAL  DIAGNOSIS 

Robert  Flinn,  M.D. 

Traditionally,  clinicopathological  conferences 
have  been  constructed  as  teaching  exercises.  The 
clinician  is  presented  with  a history,  physical  ex- 
amination, and  enough  laboratory  data  to  assure 
that  the  diagnosis  can  be  reached  from  the 
available  data.  In  the  time  honored  approach,  he 
or  she  reviews  the  pertinent  findings,  develops  a 
differential  diagnosis,  and  weighs  the  facts  and 
findings  in  order  to  eliminate  most  of  the  possi- 
ble diagnoses.  After  narrowing  the  differential 
diagnosis  to  two  or  three  diseases,  the  clinician 
then  builds  a case  using  the  literature,  and  final- 
ly deduces  the  most  likely  cause  of  the  patient’s 
symptoms,  signs,  and  laboratory  abnormalities. 

In  the  case  today,  hypercalcemia  appears  to  be 
fundamental  to  the  diagnosis  of  the  patient’s 
illness.  I would  like  to  emphasize  certain  facts  in 
the  case  as  I see  them;  I will  from  time  to  time 
come  back  to  them  to  demonstrate  their 
importance. 

The  patient  was  a 67-year-old  female  who 
originally  presented  as  an  outpatient  with  low 
back  pain  and  x-rays  showing  degenerative  disc 
disease  in  the  back.  She  was  discovered  to  have 
hypercalcemia  and  renal  failure,  presumably 
related  to  the  high  calcium.  Multiple  vitamins 
and  calcium  supplements  had  been  taken,  and 
transiently  the  serum  calcium  fell  to  9.8  mg  per 
100  ml  and  the  creatinine  to  1.8  mg  per  100  ml 
after  these  medications  were  discontinued.  Chest 
x-ray  suggested  a right-sided  superior 
mediastinal  mass.  A nephrologist  found  a normal 
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PTH  level,  a normal  renal  ultrasound,  and  a nor- 
mal protein  electrophoresis,  excluding  primary 
hyperparathyroidism,  renal  cell  carcinoma,  and 
multiple  myeloma  as  likely  etiologies  of  the 
hypercalcemia.  The  patient  became  more  ill,  and 
was  eventually  admitted  to  the  hospital  with  a 
serum  calcium  of  13.8  mg  per  100  ml.  Her  serum 
albumin  was  3.0  gm  per  100  ml,  suggesting  that 
the  calcium  level  was  physiologically  even  higher. 
Looking  for  other  historical  clues,  there  is  a 
strong  family  history  of  malignancy. 

On  admission,  she  had  tender  ribs  on  the  right 
side  but  had  a negative  bone  scan  and  negative 
bone  x-rays,  making  tumor  involvement  of  the 
ribs  unlikely.  Finally,  her  PPD  was  negative,  and 
an  anergy  panel  showed  that  the  patient  was 
anergic. 

This  patient’s  diagnosis  can  be  most  easily 
reached  by  determining  the  etiology  of  her  hyper- 
calcemia. Table  1 , adapted  from  a table  produced 
by  Dr.  John  Bilezikian,1  lists  the  causes  of 
hypercalcemia. 


Primary  hyperparathyroidism 
Malignancy 
Lytic  bone  metastases 
Humoral  peptide  of  malignancy 
Ectopic  production  of  1,25-dihydroxyvitamin  D 
Other  factor(s)  produced  ectopically 
Nonparathyroid  endocrine  disorders 
Thyrotoxicosis 
Pheochromocytoma 
Adrenal  insufficiency 
VIP-oma 
Vitamin  D 
Vitamin  D toxicity 
Granulomatous  diseases 

Lymphoma  (with  ectopic  1,25-dihydroxyvitamin  D) 
Medications 
Thiazides 
Lithium 

Estrogens/anti-estrogens 
Milk-alkali  syndrome 
Vitamin  A and  Vitamin  D toxicity 
Familial  hypocalciuric  hypercalcemia 
Immobilization 
Parenteral  nutrition 
Acute  and  chronic  renal  disease 

Table  1.  Causes  of  Hypercalcemia 

Adapted  from  Bilezikian,  J.  Hypercalcemia.  Disease-a- 
Month  1988:34:754.  Reprinted  by  permission  of  Year 
Book  Medical  Publishers,  Chicago,  Illinois. 


Primary  hyperparathyroidism,  although 
statistically  not  the  most  common  cause  of  hyper- 
calcemia in  hospital,1  should  be  considered  in 
this  patient.  Frequently,  patients  with  primary 
hyperparathyroidism  have  a mild  renal  tubular 
acidosis  with  a high  serum  chloride  and 
suppressed  serum  bicarbonate  levels,  not  present 
in  today’s  patient.  Her  calcium  levels,  however, 
are  consistent  with  this  disease,  and  on  rare 
occasions  patients  with  primary  hyper- 
parathyroidism have  had  normal  PTH 
measurements.  Nevertheless,  her  normal  PTH 
levels  do  not  allow  us  to  make  this  diagnosis. 
Therefore,  I will  choose  to  eliminate  it. 

Malignancy  is  clearly  a major  consideration 
which  I will  discuss  later.  As  to  non-parathyroid 
endocrine  causes,  thyrotoxicosis  has  been 
eliminated  by  normal  thyroid  studies,  and  there 
is  no  evidence  by  history  or  physical  examination 
to  suggest  a pheochromocytoma.  Adrenal  insuf- 
ficiency would  be  extremely  unlikely  in  a 
hypertensive  patient.  Again,  a VIP-oma  is  not 
diagnosable  with  the  present  data  and  certainly 
not  consistent  with  the  patient’s  symptoms. 

This  patient’s  rise  in  serum  calcium  after 
vitamin  and  calcium  supplements  and  subse- 
quent fall  after  their  discontinuation  suggest 
that  she  had  high  levels  of  vitamin  D with  a sen- 
sitivity to  vitamin  D or  calcium.  However, 
because  of  the  return  of  the  patient’s  hyper- 
calcemia off  of  vitamins  and  calcium,  we  can  ex- 
clude external  vitamin  D toxicity. 
Granulomatous  diseases  such  as  tuberculosis, 
histoplasmosis,  coccidiomycosis,  and  leprosy  are 
rarely  seen  in  patients  with  normal  lung  fields 
on  chest  x-ray.  The  patient’s  hilar  lym- 
phadenopathy  and  demonstrated  state  of  anergy 
are  compatible  with  sarcoidosis.  Lymphoma, 
likewise,  could  explain  the  patient’s  symptoms. 
Familial  hypercalcemia,  immobilization, 
parenteral  nutrition,  and  renal  failure  are  not 
suggested  by  the  history.  Thus  we  are  left  with 
sarcoidosis,  lymphoma,  and  other  malignancies 
as  possible  causes  of  the  hypercalcemia. 

Although  I have  eliminated  primary  hyper- 
parathyroidism because  of  the  patient’s  normal 
PTH  levels,  it  is  possible  that  the  patient  may 
have  had  a humoral  hypercalcemia  of  malignan- 
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cy,  mediated  by  a PTHdike  substance.  This  con 
dition  was  first  recognized  by  Dr.  Fuller  Albright 
in  1941,  when  he  discussed  a case  of  hyper- 
calcemia that  appeared  to  be  caused  by  a single 
isolated  metastatic  lesion.  After  this  metastatic 
lesion  was  irradiated,  the  hypercalcemia  disap- 
peared. Dr.  Albright  suggested  that  since  there 
was  no  osteolytic  bone  involvement,  the 
metastatic  lesion  must  have  been  producing  a 
PrH-like  substance.2  In  the  ensuing  years,  there 
has  been  extraordinary  progress  in  delineating 
this  humoral  factor.  Its  structure  is  now  known,3 
and  the  activity  of  the  peptide  has  been 
reasonably  well  worked  out.4  In  addition,  a 
number  of  other  mechanisms  for  the  hyper- 
calcemia of  malignancy  have  been  elucidated.5,6 
These  include  prostaglandin  E2  (counteracted  by 
indomethacin),  which  locally  increases  bone 
resorption  but  probably  never  reaches  high 
enough  blood  levels  to  cause  other  systemic  ef- 
fects. In  the  cases  of  hypercalcemia  associated 
with  myeloma  and  lymphoma,  local  production 
of  cytokines  or  osteoclast  activating  factor  (OAF), 
which  stimulate  bony  reabsorption  have  been 
demonstrated.  Interleukin-1  and  tumor  necrosis 
factor  have  also  been  documented  to  have  bone 
resorption  activity,  as  has  a transforming  growth 
factor.  The  major  cause  of  humorally  produced 
hypercalcemia,  however,  appears  to  be  the  PTH- 
like  peptide. 

PTH  and  PTH-like  peptide  have  several  similar 
actions  in  the  body.  However,  there  are  also 
significant  differences  between  the  two.  These 
are  summarized  in  Table  2. 


Renal  1-hydroxylase 

PTH 

+ 

PTH-like  Peptide 

Hypercalciuria 

+ 

+ + 

1,25  Dihydroxyvit  D 

+ + 

-- 

PTH 

+ + 

N or  -- 

NcAMP 

+ 

+ + 

Osteoclastic  bone 

+ + 

+ + 

Resorption 

Osteoblastic  bone 

+ + 

-- 

Resorption 

Distal  tubular  calcium 

Resorption 

+ 

- 

Table  2.  A comparison  of  the  Activities  of  PTH  and 
PTH-like  peptide. 


Both  PTH  and  PTH-like  peptide  cause  an  in- 
crease in  nephrogenous  cyclic  AMP  (NcAMP)  in 
the  urine.3  7 The  hypercalcemia  seen  in  patients 
with  osteolytic  lesions  from  cancer,  however, 
usually  suppresses  PTH  and  results  in  a low 
NcAMP.  Thus  NcAMP  levels  can  be  helpful  in 
distinguishing  between  local  osteolytic  hyper- 
calcemia and  humoral  hypercalcemia  in  patients 
with  malignancy.3  7 

PTH  stimulates  renal  receptors  with  a result- 
ant increase  in  calcium  reabsorption  in  the  distal 
tubule  of  the  kidney.  PTH-like  peptide  of 
malignancy  does  not  affect  these  receptors  and 
thus  does  not  cause  an  increase  in  distal  tubular 
calcium  reabsorption.3  In  the  presence  of  PTH- 
like  peptide,  there  is  a high  fractional  excretion 
of  calcium  with  urinary  calcium  levels  which  are 
quite  high.  Urinary  calcium  levels  in  patients 
with  primary  hyperparathyroidism  are  thus 
lower  for  any  given  serum  calcium  level  than  in 
patients  with  tumors  which  produce  PTH-like 
peptide.3 

In  the  presence  of  PTH-like  peptide,  circulating 
levels  of  1,25-dihydroxy  vitamin  D are  low,3 
reducing  intestinal  absorption  of  calcium.  PTH, 
on  the  other  hand,  causes  an  increase  in  1,25- 
dihydroxyvitamin  D by  stimulating  the  produc- 
tion of  renal  1-hydroxylase. 

Both  PTH  and  PTH-like  peptide  cause  bone 
resorption.  Normal  PTH  seems  to  cause  a coupled 
bone  turnover,  with  an  increase  in  formation  and 
resorption  of  bone.  In  contrast,  PTH-like  peptide 
results  in  increased  bone  resorption  without 
formation  of  new  bone,  an  uncoupled  bone 
turnover.3 

After  exhaustive  studies,  both  PTH  and  the 
PTH-like  peptide  have  now  been  isolated  and 
their  molecular  structures  identified.3  PTH  is 
the  smaller  of  the  two,  ranging  from  6000  to  9000 
Daltons  while  the  tumor  peptide  is  16000  - 18000 
Daltons.  The  active  end  of  the  PTH-like  peptide 
molecule  appears  to  be  at  the  amino  terminal, 
with  the  sequencing  of  the  first  13  amino  acids 
being  very  similar  to  that  seen  in  human  PTH. 
This  amino  acid  sequence  was  determined  from 
PTH-like  peptide  isolated  from  four  different 
tumors;  all  four  sequences  were  identical.3  PTH 
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is  an  84  amino  acid  peptide  whereas  the  tumor 
peptide  consists  of  141  amino  acids.  After  the  first 
13  amino  acids  there  are  no  similarities.  Of  par- 
ticular clinical  importance,  present  assays  for 
PTH  do  not  measure  the  PTH-like  peptide,  and 
the  typical  patient  with  humoral  hypercalcemia 
of  malignancy  has  a normal  or  suppressed  PTH 
level. 

Table  3 summarizes  important  laboratory  and 
radiographic  changes  in  primary  hyper- 
parathyroidism, humoral  hypercalcemia  of 
malignancy  and  in  hypercalcemia  produced  by 
local  osteolytic  bone  lesions.  In  addition  I have  in- 
cluded lymphoma  and  sarcoidosis,  the  two  other 
possible  causes  of  this  patient’s  hypercalcemia. 

Hypercalcemia  in  patients  with  lymphoma  has 
been  well-documented  in  the  literature.8  It  was 
originally  thought  that  patients  with  lymphoma 
and  hypercalcemia  would  demonstrate  PTH-like 
activity.  However,  this  has  been  shown  to  be  very 
rare.  Table  3 indicates  that  1,25  dihydroxy  vitamin 
D is  often  increased  in  hypercalcemic  patients 
with  lymphoma.4  This  has  been  thought  to 
result  from  increased  conversion  of 
25-hydroxyvitamin  D to  1,25  dihydroxyvitamin 
D by  an  enzyme  with  1-alpha-vitamin  D hydrox- 
ylase activity.  Most  of  these  patients  have 
decreased  or  normal  NcAMP,  normal 
25-hydroxyvitamin  D,  and  normal  or  depressed 
PTH  levels.  Pertinent  to  this  case  is  the  report  of 
a patient  with  Hodgkin’s  disease  who  developed 
hypercalcemia  and  a concomitant  increase  in 


1.25- dihydroxy  vitamin  D after  exposure  to 
ultraviolet  light,  both  of  which  disappeared  with 
treatment  of  the  Hodgkin’s  disease  and  the 
numerous  other  case  reports  of  hypercalcemia  in 
patients  with  Hodgkin’s  disease.  9 10 

Sarcoidosis  is  known  to  cause  hypercalcemia 
secondary  to  increased  levels  of 

1.25- dihydroxyvitamin  D.9  This  occurs  in 
10-20%  of  patients  with  sarcoidosis.  It  has  been 
demonstrated  that  some  sarcoid  granulomas 
produce  25-hydroxyD3-l-alpha  hydroxylase, 
which  converts  25-hydroxyvitamin  D to 

1,25-dihydroxyvitamin  D.  This  has  also  been 
shown  in  the  other  granulomatous  diseases 
previously  mentioned.  In  patients  with  hyper- 
calcemia secondary  to  sarcoidosis,  increased  in- 
testinal absorption  of  vitamin  D,  increased  bone 
resorption,  decreased  PTH  levels,  and  normal  or 
sometimes  elevated  serum  phosphorus  levels  are 
seen. 

In  Table  4 I have  listed  on  the  horizontal  axis  the 
possible  causes  for  this  patient’s  hypercalcemia 
and  on  the  vertical  axis  data  derived  from  the  pro- 
tocol. There  are  10  significant  features  so  that  an 
exact  match  would  produce  a score  of  10.  Primary 
hyperparathyroidism  has  a score  of  five,  and 
malignancy  without  bone  involvement  (produc- 
ing humoral  hypercalcemia  of  malignancy)  has 
a score  of  eight,  higher  if  anergy  and/or  night 
sweats  are  considered  to  be  possible  manifesta- 
tions. Malignancy  with  bone  metastases  is 
virtually  eliminated  by  a score  of  five.  Lymphoma 


PTH-like 

Primary 

Hyperparathyroid 

D 

Humoral 

Hypercalcemia 

1 

Osteolytic 

Hypercalcemia 

D 

Lymphoma 

D 

Sarcoidosis 

D 

Peptide 

PTH 

1 

D 

D 

D 

D 

Calcium 

1 

1 

1 

1 

1 

Phosphorus 

D 

N or  D 

N 

N or  D 

N 

NcAMP 

1 

1 

D 

D 

D 

Osteolytic 

- 

- 

4- 

- 

- 

Lesions 

1,25  Vitamin  D 

1 

D 

N 

1 

1 

Serum  ACE 

N 

N 

N 

N 

1 

Bone  Scan 

- 

- 

+ 

- 

- 

Urinary 

1 

II 

N or  1 

N 

N or  1 

Calcium 

N = normal,  1 = Increased,  II  = Markedly  increased,  D = Decreased. 

Table  3.  Laboratory  data  to  determine  the  etiology  of  the  patient’s  hypercalcemia. 
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Pt 

Primary 

Humoral 

Osteolytic 

Lymphoma 

Sarcoid 

Hyperparathyroid 

Hypercalcemia  Hypercalcemia 

PTH 

Calcium 

N 

1 

1 * 
1 

N or  1 
1 

D * 
1 

D or  N 
1 

D * 

1 

Phosphorus 

N or  1 

N or  D 

N 

N 

N or  D 

N or  D 

Osteolytic 

0 

0 

0 

$ * 

0 

0 

Lesions 

Anergy 

+ 

_ * 

- * 

- * 

+ 

+ 

Chest  Mass 

+ 

_ * 

+ 

+ 

+ 

+ 

Wt.  Loss 

+ 

- * 

+ 

+ 

+ 

+ 

Night  Sweats 

+ 

- * 

_ * 

- * 

+ 

- * 

Mammogram 

- 

- 

- 

- 

- 

- 

Bone  Scan 

- 

- 

- 

+ * 

- 

- 

Total  Score 

10 

5 

8 

5 

10 

8 

N = Normal,  1 

= Increased,  D = 

Decreased 

* = Symptom  or  sign  differs  from  the  patient. 

Table  4.  Clinical  data  used  to  differentiate  the  patient’s  hypercalcemia. 

seems  to  have  a perfect  score,  and  sarcoidosis  a 
score  of  eight. 

The  demonstrated  sensitivity  to  calcium  and 
vitamins  suggests  lymphoma  or  sarcoidosis.  The 
radiographic  finding  of  a superior  mediastinal 
mass  is  suggestive  of  lymphoma  but  equally 
characteristic  of  sarcoidosis.  However,  new  onset 
sarcoidosis  is  rare  in  a patient  in  her  seventh 
decade,  and  the  constitutional  symptoms  of 
weight  loss  and  night  sweats,  although  they  do 
occur  in  sarcoidosis,  are  not  usually  of  the 
magnitude  described  by  today’s  patient. 

Humoral  hypercalcemia  of  malignancy, 
mediated  by  PTH-like  peptide,  is  most  common 
in  squamous  cell  tumors  of  the  lung  and  in  renal 
cell  tumors.  It  is  also  seen  in  malignancies  of  the 
head  and  neck,  pancreas,  and  ovary.  The  solid 
malignancies  which  commonly  metastasize  to 
the  superior  mediastinum  and  might  have  pro- 
duced this  patient’s  chest  x-ray  findings  are 
esophageal,  breast  or  lung.  Breast  cancer  rarely 
produces  a PTH-like  peptide  but  causes  hyper- 
calcemia secondary  to  bony  metastases.  There 
are  no  symptoms  in  the  protocol  to  suggest  an 
esophageal  malignancy,  and  night  sweats  are 
unusual  in  this  disease.  Likewise,  it  would  be  rare 
for  the  patient  to  have  a primary  squamous  cell 
carcinoma  of  the  lung  with  normal  lung  fields  on 
chest  x-ray. 
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Based  on  the  available  laboratory  data,  it  is 
difficult  to  differentiate  between  lymphoma, 
sarcoidosis,  or  solid  malignancy  as  causes  of  this 
patient’s  symptoms  and  hypercalcemia.  Serum 
1,25-dihydroxyvitamin  D and  angiotensin 
converting  enzyme  (ACE)  levels  (elevated  in 
sarcoidosis)  as  well  as  urinary  NcAMP  levels 
would  have  been  useful  in  distinguishing 
between  the  three.  Presumably  these  tests  were 
not  performed  because  of  the  presence  of  the 
superior  mediastinal  mass  in  a patient  with  a 50 
pound  weight  loss  and  night  sweats,  findings 
which  point  to  the  need  for  a diagnostic  biopsy  of 
the  superior  mediastinal  mass. 

Without  being  able  to  distinguish  between  the 
three  by  laboratory  data,  I have  to  rely  on  the  pa- 
tient’s history.  The  strong  constitutional  symp- 
toms and  the  weight  loss  are  far  more  typical  of 
lymphoma,  and  therefore  I have  placed  it  first. 
Sarcoidosis  would  be  my  second  choice,  and  I have 
placed  the  least  treatable  diagnosis,  a solid  tumor 
producing  PTH-like  peptide,  last. 


DISCUSSION 

Dr.  John  Reinhardt:  Are  there  any  other  comments 
at  this  point? 

A physician:  What  about  mediastinoscopy  as  op- 
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posed  to  mini-thoracotomy? 

Dr.  Flinn:  The  mediastinal  mass  was  on  the  right 
side  and  is  approachable  with  a scope.  Current- 
ly, however,  particularly  with  lesions  as  far  down 
as  the  carina,  a mini-thoracotomy  is  finding  more 
favor.  The  reason  is  that  you’re  more  sure  of  get- 
ting an  adequate  sample  of  tissue,  and  probably 
the  risks  are  similar. 

Dr.  Leonard  Lang:  I do  not  recommend 
mediastinoscopy  if  I suspect  lymphoma  because 
you  get  crush  artifact  and  you  don't  get  adequate 
tissue  samples.  With  a mini-thoracotomy  you  can 
get  a larger  piece  of  tissue.  Both  of  them  are 
operations,  both  need  anesthesia,  and  in  both  the 
risks  are  about  the  same. 

Dr.  Reinhardt:  What  procedure  was  used  at  this 
point? 

Dr.  Pietrolungo:  Mediastinoscopy  was  performed. 
A physician:  What  was  the  LDH?  In  sarcoid  it 
would  be  less  likely  to  be  elevated  than  in  lym- 
phoma. 

Dr.  Pietrolungo:  The  LDH,  which  is  often  elevated 
in  lymphomas,  was  normal  on  admission.  On 
mediastinoscopy  samples  of  lymph  nodes  were  ob- 
tained with  two  specimens,  each  measuring  1.0 
cm.  in  length,  submitted  to  the  pathologist.  The 
tissue  grossly  appeared  nodular  and  was  dark 
brown  and  pigmented.  On  microscopic  examina- 
tion lymph  node  tissue  was  seen  in  which  there 
were  numerous  granulomatous  appearing  le- 
sions. These  were  similar  in  size  and  were  com- 
posed of  lymphocytes,  subepithelioid  and  a few 
multinucleated  giant  cells  (Figs.  1 and  2).  No 
necrosis  was  noted.  Acid  fast  and  fungal  stains 
failed  to  reveal  organisms.  The  appearance  of  the 
lesions  was  considered  to  be  consistent  with  the 
diagnosis  of  sarcoidosis.  The  patient  was  started 
on  prednisone  20  mg.  daily,  and  calcium  was  nor- 
mal at  discharge. 

A physician:  Was  it  necessary  to  start  prednisone 
if  her  calcium  was  normal? 


Dr.  Reinhardt  is  Assistant  Chairman  of  the  Department  of  Medicine  at  the  Medical 
Center  of  Delaware  and  a member  of  the  Assistant  Staff,  Section  of  Infectious 
Disease. 

Dr  Lang  is  a member  of  the  Senior  Staff  in  the  Department  of  Medicine,  Section 
of  Pulmonary  Diseases  at  the  Medical  Center  of  Delaware.  He  was  formerly  the 
Chariman  of  the  Department  of  Medicine. 

Dr.  Pietrolungo  is  a resident  in  the  Department  of  Medicine,  Medical  Center  of 
Delaware. 

Dr.  Cox  is  a member  of  the  Senior  Staff  in  the  Departmeht  of  Medicine.  Division 
of  Nephrology  and  Hypertension  at  the  Medical  Center  of  Delaware. 


Dr.  Robert  Cox:  The  patient  had  been  on  saline 
diuresis  throughout  her  hospitalization  which 
normalized  her  calcium.  She  was  started  on  pred- 
nisone near  the  end  of  her  stay.  She  remains  on 
prednisone.  I have  not  been  able  to  get  her  below 
a dose  of  7.5  mg  a day  without  having  an  eleva- 
tion of  her  calcium  in  the  range  of  about  1 1.5  mg 
per  dl.  Every  time  I try  to  taper  her  steroids,  her 
creatinine  goes  up  as  the  calcium  rises. 

A physician:  Did  she  have  pulmonary  function 
tests  done? 


Dr.  Pietrolungo:  They  were  not  done  during  the 
hospitalization. 


Fig.  1.  Mediastina1  lymph  node  biopsy  showing  non-caseating 
granulomas. 


Fig.  2.  High  power  of  a granuloma  showing  a multinucleated 
giant  cell. 
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Scientific  Presentations  of  the  200th  Annual  Meeting 
of  the  Medical  Society  of  Delaware 


E.  Wayne  Martz,  M.D. 


EIGHTEENTH  CENTURY  MEDICINE  IN  COLONIAL 
AMERICA  AND  ITS  EFFICACY 

John  A.  Lanzalotti,  M.D.,  Adjunct  Professor  of 
History  of  Medicine,  College  of  William  and 
Mary,  Williamsburg,  Virginia 

The  scientific  sessions  of  the  200th  anniversary 
of  the  Medical  Society  of  Delaware  were  opened 
by  Dr.  John  Lanzalotti  with  a fascinating  descrip- 
tion of  things  as  they  were  in  the  1700s.  As  the 
century  opened,  sciences  lagged  far  behind  the 
“arts”  of  philosophy,  literature  and  theology. 
Common  beliefs  were  based  on  folklore,  and 
superstitions  were  very  firmly  held  and  effective- 
ly shackled  any  inquiring  minds.  The  elements 
making  up  the  world  were  commonly  accepted  as 
earth,  air,  water  and  fire,  and  the  humours  or 
fluids  of  the  body  were  blood,  phlegm  (mucus), 
bile  and  black  bile.  Physics  and  mathematics  had 
made  some  advances  as  necessary  aids  in  naviga- 
tion, but  other  sciences  such  as  chemistry  and 
physiology  were  just  too  complex  to  be  understood 
or  even  worked  on  effectively.  John  Locke,  by  pro- 
posing a rational  system  of  analysis,  emancipated 
men’s  minds  and  set  them  working  logically  on 
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the  perceived  problems  of  the  day.  It  was  almost 
100  years  before  this  resulted  in  practical  benefit 
in  the  fight  against  diseases,  but  a beginning  was 
made. 

A popular  concept  in  the  early  1700s  was  of  one 
basic  disease  process  with  varied  expression  from 
one  individual  to  another  depending  on  the 
balance  of  the  four  humours  in  each.  There  were 
essentially  three  types  of  health  professionals 
practicing  in  those  days,  and  encounters  with  any 
one  of  them  “led  chiefly  to  disaster.”  At  the  top, 
socially  speaking,  were  the  physicians,  most  of 
whom  today  would  be  called  con  men.  They  lived 
by  their  wits,  imitated  the  dress,  speech  and  man- 
ners of  the  gentry,  had  little  or  no  education  or 
experience  in  things  related  to  health  and  very 
few  tools  or  remedies  to  work  with.  Competing 
with  them  were  the  apothecaries,  with  some 
knowledge  of  real  or  imagined  effects  of  a number 
of  herbs,  brews  or  drugs.  These  people  could  do 
something  besides  bleed  and  purge  their 
patients,  but  were  even  further  hampered  by  lack 
of  knowledge.  Finally,  at  the  bottom  socially  were 
the  surgeons  or  barbers  whose  efforts  were  large- 
ly devoted  to  amputations  and  draining 
abscesses.  Members  of  all  three  groups  were  very 
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secretive  about  their  methods  and  “cures.”  As 
might  be  expected,  the  less  their  knowledge,  the 
more  their  insecurity  and  the  greater  their 
secrecy. 

In  the  mid  1700s,  as  scientific  knowledge  in 
other  disciplines  began  to  infiltrate  the  health 
profession,  this  all  began  to  change.  Doctors 
began  to  get  together  to  share  information  and 
experiences,  and  medical  societies  such  as  our 
own  were  a major  factor  in  bringing  about  im- 
provements in  medical  practice.  In  the  century 
from  1750  to  1850  the  population  of  the  known 
world  rose  from  140  million  to  250  million  largely 
due  to  public  health  factors  such  as  better  diet, 
cleanliness,  sewage  disposal,  better  ventilation 
of  dwellings  and  drainage  of  swamps.  The  life 
span  of  humans  may  not  have  increased  very 
much.  John  Adams  lived  into  his  90s,  and  sur- 
vival into  one’s  80s  was  not  uncommon.  However, 
life  expectancy , the  average  age  at  death,  has 
increased  tremendously. 

THE  BIOLOGY  OF  HUMAN  AGING 

Leonard  Hayflick,  Ph  D.,  Professor  of  Anatomy, 
University  of  California  School  of  Medicine,  San 
Francisco,  California 

Dr.  Hayflick  began  his  remarks  by  pointing  out 
the  difference  between  life  expectancy  and  life 
span.  The  former,  usually  quoted  from  birth,  is 
the  expected  number  of  years  of  survival  based 
on  statistical  probability.  It  has  gone  up  from  18 
in  primitive  societies  to  32  in  Roman  times  to  its 
present  high  70s  largely  through  changes  in 
health  care  and  diet  in  infancy  and  childhood, 
and  life  style  changes  in  youth.  Life  expectancy 
at  75  is  about  seven  years  and  has  not  changed 
much  since  1900.  A cure  for  cancer  would 
increase  life  expectancy  at  birth  by  only  2.5  years 
and  at  65  by  1.4  years. 

Life  span,  on  the  other  hand,  is  the  maximum 
the  human  organism  is  capable  of  under 
theoretically  perfect  conditions.  It  is  about  one 
hundred  fifteen  years  and  has  not  changed  at  all 
over  time.  Our  medical  scientific  efforts  serve  to 
“rectangularize  the  curve”,  so  that  theoretically 
everyone  would  attain  this  age  and  suddenly  die 
on  their  115th  birthday.  This  is  neither  realistic 
nor  desirable.  There  are  no  normal  or  natural 
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causes  of  death,  but  instead  there  is  increased 
vulnerability  due  to  a decline  of  the  various 
physiologic  processes  that  maintain  life.  Dr. 
Hayflick  explained  tissue  culture  methods.  Cell 
cultures  of  fibroblasts  from  human  amniotic 
tissue  are  capable  of  about  50  doublings,  follow- 
ing which  they  will  not  divide  any  more.  If  a cell 
line  (descendents  of  a single  cell)  emerges  from 
this  cell  strain  (human  fibroblasts)  for  any  of  a 
number  of  reasons,  that  cell  line  is  malignant  and 
can  go  on  reproducing  forever.  It  has  lost  its 
biologic  clock,  and  reproduces  by  heteroploidy 
rather  than  the  normal  chromosomal  doubling  or 
diploidy.  The  simian  virus,  SV-40,  was  the  first 
recognized  cause  of  this  change,  and  gave  rise  to 
the  field  of  viral  oncology.  We  are  now  able  to 
measure  many  of  the  changes  in  cells  - their 
RNA,  lipids,  amino  acids,  etc.  - as  they  go  through 
normal  aging  and  doubling,  and  as  they  go 
through  the  abnormal  multiplication  after 
malignant  change.  We  are  making  progress  but 
it  is  tedious  and  slow. 

RETROVIRUSES  AND  ENCEPHALOMYELONEUROPATHY 

Hilary  Koprowski,  M.D.,  Director,  Wistar 
Institute,  Philadelphia,  Pennsylvania 

Dr.  Hilary  Koprowski  at  the  last  moment  was 
unable  to  attend  our  meetings,  and  sent  instead 
his  associate  Elaine  C.  DeFreitas,  Ph.D.,  who  did 
an  outstanding  job  of  presenting  their  extremely 
complex  material.  Historically,  researchers  were 
looking  for  a virus  as  a possible  cause  of  leukemia 
when  they  found  the  Human  T-cell  Lym- 
photrophic  Virus  (HTLV)  growing  on  the  surface 
of  the  T-cells.  This  is  the  prototype  of  retroviruses, 
all  of  which  have  a fairly  standard  series  of  amino 
acids  in  their  RNA,  indicated  graphically  as: 
LTR-GAG-POL-envel-PX-LTR.  Dr.  DeFreitas 
showed  the  general  phylogeny  or  family  tree  of 
these  retroviruses,  some  of  which  cause  cell  death 
(lente  viruses)  (HIV-1,  HIV-2,  etc.),  and  others 
which  cause  cell  proliferation  (HTLV-1,  STLV-1, 
MTLV-2)  (oncoviruses).  These  are  transmitted  in 
three  general  fashions.  First,  perinatal  (placen- 
tal, but  more  especially  in  breast  feeding),  sexual 
(with  male  to  female  the  more  efficient  transmis- 
sion) and  by  blood  cell  components.  Control  at 
present  is  only  by  blocking  these  routes,  and  our 
failure  to  achieve  this  is  indicated  by  the  presence 
of  HTLV-1  and  2 antibodies  in  80%  of  I.V.  drug 
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abusers.  In  the  Caribbean  and  some  other  areas 
HTLV-1  is  associated  with  Tropical  Spastic 
Paralysis  (TSP),  a slowly  progressive  disease 
without  remission.  It  is  occasionally  associated 
with  a lymphocyte  abnormality.  In  Japan, 
especially  in  the  southern  islands,  HTLV-1  is 
associated  with  a neurologic  disease  HAM,  which 
at  autopsy  shows  brain  and  cord  lesions  very 
similar  to  multiple  sclerosis. 

These  infections  with  the  HTLV-1  are 
widespread  in  the  world,  predominantly  in 
tropical  and  semi-tropical  areas,  and  in  infected 
persons  a very  high  proportion  of  the  T- 
lymphocytes  show  attached  virus  particles. 
Because  of  neurologic  similarities  efforts  were 
made  to  find  the  virus  in  multiple  sclerosis  pa- 
tients. At  first  these  were  thought  to  be  negative, 
but  by  using  a polymerase  chain  reaction  and 
interleukin-2,  a T-cell  growth  factor,  they  have 
been  able  to  identify  a virus  on  one  in  10,000  T- 
cells,  and  demonstrate  that  parts  of  the  genome 
sequence  of  this  virus  are  identical  with  the 
retrovirus  of  HAM/TSP.  It  may  be  the  same  virus 
with  minor  variations  in  amino  acid  frequency  at 
one  end  of  the  chromosome  or  the  other.  Research 
for  confirmation  is  continuing,  though  fulfilling 
Koch’s  postulates  may  be  difficult. 

NUTRITIONAL  APPROACHES  TO  AGING  AND 
DISEASES  OF  AGING 

Robert  A.  Good,  M.D.,  Ph.D.,  Chairman,  Depart- 
ment of  Pediatrics,  University  of  South  Florida, 
St.  Petersburg,  Florida 

It  was  demonstrated  50  years  ago  that  one 
could  increase  the  life  span  of  experimental 
animals  by  underfeeding  them.  Starvation,  of 
course,  produces  profound  immunologic  deficien- 
cies by  interfering  with  antibody  production 
through  protein  deficits.  However,  somewhere 
between  full  nutrition  and  malnutrition  is  the  op- 
timum for  longevity.  Protein  is  not  the  whole 
story,  as  varying  the  proportion  of  caloric  intake 
derived  from  protein  between  15%  and  80%  did 
not  change  longevity.  Vitamins  and  minerals  are 
extremely  important.  For  example,  the  element 
zinc  is  involved  in  DNA  polymerase,  RNA 
polymerase  and  thymidine  kinase,  critical  to  the 
proliferation  of  cells.  Clinically  we  can  see 
acrodermatitis  and  immunodeficiency  in  zinc  defi- 
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cient  animals,  and  zinc  deficiency  at  a critical 
period  in  pregnancy  can  mimic  the  fetal  alcohol 
syndrome.  Thus  we  seek  undernutrition  without 
malnutrition,  restricting  calories  and  fat  in  what 
Dr.  Good  refers  to  as  CEIR,  chronic  energy  intake 
restriction.  Vitamin  and  mineral  supplements 
are  essential.  With  this  technique  he  markedly 
effects  rapidly  replicating  cell  lines  such  as  in- 
testinal mucosa  and  bone  marrow;  slows  the 
growth  of  malignant  neoplasms  (breast  cancer); 
reduces  prolactin  production  and  increases  the 
life  span  of  genetically  short  lived  animals  to 
equal  the  life  span  of  genetically  long  lived 
animals  of  the  species,  a 50%  to  100%  increase. 
CEIR  inhibits  the  development  of  the  diseases  of 
aging. 

SURGICAL  TREATMENT  OF  IMPOTENCE 

F.  Brantley  Scott,  M.D.,  Professor  of  Urology, 
Baylor  College  of  Medicine,  Houston,  Texas 

Dr.  Brantley  Scott  handled  this  sensitive  sub- 
ject with  grace,  compassion,  understanding  and 
gentle  humor.  He  briefly  reviewed  the  anatomy 
and  physiology  of  the  male  reproductive  system, 
calling  attention  to  the  four  phases  or  aspects  of 
male  potency:  erection,  emission,  ejaculation  and 
orgasm.  For  everything  to  function  properly  there 
must  be  adequate  vascular  supply,  intact  sensory 
perception,  a functioning  sympathetic  reflex  arc 
and  absence  of  psychologic  or  cerebral  inhibition. 

Patient  selection  is  critically  important.  His 
surgery  deals  with  only  one  aspect  of  potency  - 
erection,  and  he  indicated  veryconvincingly  that 
he  can  solve  that  aspect.  Patient  satisfaction  will 
fall  short  to  the  degree  that  other  factors  - 
neurologic,  psychologic,  etc.  fall  short  of  ideal. 
Common  causes  of  impotence  for  which  patients 
are  referred  to  him  are:  previous  surgery  (such  as 
radical  cancer  surgery  in  the  area),  diabetes, 
arteriosclerosis,  Peyrone’s  disease  and 
psychologic  problems.  The  latter  are  a relative 
contra-indication  for  surgery.  If  the  patient  can 
still  masturbate,  one  can  assume  psychologic  fac- 
tors. Tests  are  done  for  nocturnal  tumescence 
with  tape  on  the  penis  and  EEG  to  check  coor- 
dination of  tumescence  with  REM  sleep. 
Papaverine  injection  gives  an  erection  if  there  is 
a normal  neurovascular  apparatus.  Care  must  be 
taken  in  dosage  lest  it  persist  too  long.  Damage 

811 


Scientific  Presentations  - Martz 


can  occur  in  six  hours.  Dr.  Scott  was  originally 
interested  in  developing  a device  to  control 
urinary  incontinence,  and  devised  a soft  in- 
flatable urethral  constrictor.  Based  on  this  model 
he  developed  inflatable  prostheses  to  be  per- 
manently implanted  in  the  corpora  cavernosa. 

They  are  inflated  with  water  from  a reservoir 
implanted  in  the  abdomen,  using  a squeeze  pump 
and  a release  implanted  in  the  scrotum.  He 
reviewed  the  surgery  using  either  the  ventral  ap- 
proach (scrotal)  or  occasionally  the  dorsal  ap- 
proach. He  prefers  local  anesthesia,  though  most 
patients  want  general. 

To  date  Dr.  Scott  and  his  partner  have  done 
1,471  of  these  implants.  Most  early  problems 
have  been  overcome  - leaks,  suture  wear,  material 
failure.  The  biggest  single  problem  is  infection- 
with  an  incidence  of  2.4%.  However,  this  is 
cumulative  over  time,  seldom  shows  up  before  one 
year,  and  in  the  early  stages  patients  are  usual- 
ly not  aware  of  it.  The  common  organism  is 
staphylococcus  epidermidis,  not  surprising  since 
the  surgical  approach  is  usually  through  the 
scrotum  at  the  base  of  the  penis.  When  this  occurs 
the  entire  device  must  be  removed,  the  area 
flushed,  and  a new  device  implanted  with  the 
pump  on  the  other  side  of  the  scrotum.  Results 
are  excellent,  with  penile  lengths  ranging  from 
12  to  27  centimeters,  most  falling  in  the  range  of 
17  to  21  centimeters. 
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Editorials 


Members  of  the  Medical  Society  of  Delaware  are  invited  to  submit  material. 
Preferred  length  is  approximately  250-500  words.  For  further  information  contact 
the  Journal  office,  658-3957. 


Nursing  Home  Disincentives 


The  longer  I am  in  private  practice,  the  more 
I seem  to  wonder  if  I should  continue  to  take  care 
of  nursing  home  patients.  The  need  is  there,  and 
there  continues  to  be  an  increase  in  nursing 
home  construction.  Why  is  there  difficulty  find- 
ing physicians  to  take  on  nursing  home  patients? 

Enter  governmental  regulation!  A patient  re- 
quiring skilled  nursing  home  care  has  to  be  seen 
by  their  physician  every  30  days.  If  the  physician 
fails  to  see  the  patient  on  the  30th  day,  or  does  not 
complete  the  necessary  paperwork  by  that  day, 
the  nursing  home  does  not  get  paid  for  each  day 
the  physician  is  delinquent.  Medicaid  has  the 
same  requirement.  In  addition,  the  annual 
physical  has  to  be  done  within  365  days  of  the 
date  of  admission  each  year  or  the  nursing  home 
loses  payment. 

That  does  not  affect  the  physician,  except  he 
must  be  reasonably  timely.  I try  to  go  to  the  nurs- 
ing home  on  my  weekends  on  call,  every  four 
weeks.  That  should  keep  everyone  happy.  Except 
now  I seem  to  be  going  too  often.  Going  to  the 
nursing  home  more  than  once  a month  runs  up 
against  Medicare.  I must  now  justify  why  I went 
a second  time.  That  means  a letter  nowadays,  as 
we  have  all  become  aware.  Not  only  do  I have  to 
drive  to  the  nursing  home,  but  I have  to  com- 
municate with  Medicare  why  I thought  it  was 
necessary  to  do  so.  Many  of  these  trips  are  not  at 
my  initiation.  I have  to  rely  on  the  nurse’s  judge- 
ment that  I should  see  the  patient.  Should  I 
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prescribe  an  antibiotic  and  get  a chest  x-ray  over 
the  phone,  or  should  I go  see  the  patient.  If  I go 
see  them  a week  before  my  normal  visit,  then  my 
next  monthly  visit  will  be  late! 

When  a nursing  home  patient  dies,  I must  go 
to  pronounce  them.  Perhaps  Hospice  nurses,  who 
can  pronounce  patients  dead,  are  much  more 
qualified  than  nursing  home  nurses  to  tell  if  a 
heart  is  beating! 

Delaware  Medicaid  seems  bent  on  not  even  at- 
tempting to  pay  for  physicians  to  see  patients. 
Payments  are  held  up  or  forms  returned  for  insuf- 
ficient information. 

As  the  population  grows  older,  and  there  are 
more  and  more  patients  in  nursing  homes,  where 
will  the  physicians  be  who  will  take  care  of  them? 
Who  will  be  willing  to  go  every  30  days,  weekend 
on  or  off?  Who  will  be  the  ones  to  jump  when  the 
nursing  home  says,  “Come  today  or  lose  your 
privileges  to  treat  people  here.”  Does  the  govern- 
mental regulation  improve  patient  care,  or  just 
maintain  the  bureaucracy  to  make  sure  nursing 
homes  and  doctors  can  count  to  30.  Despite  in- 
creasing physician  competition,  I believe  there 
will  be  fewer  physicians  willing  to  put  up  with 
rules  and  deadlines  that  interfere  with  their 
office  and  hospital  practices.  Unless  something 
changes  soon,  nursing  beds  will  sit  empty,  not  for 
lack  of  patients,  but  lack  of  caretakers. 

Jerome  Groll,  M.D. 
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The  Doctor  As  A Witness 

There  is  confusion  in  the  medical  community, 
and  also  among  the  lawyers,  about  the  role  of  the 
doctor  as  a witness.  I was  surprised  to  find  this 
out  during  a recent  meeting  between  represent- 
atives of  the  Medical  Society  of  Delaware  and  the 
Delaware  State  Bar  Association.  Doctors,  in- 
creasingly under  fire  for  the  way  they  conduct 
themselves,  ought  to  be  sensitive  about  their  role 
as  witnesses,  a role  they  play  on  the  public  stage. 
If  they  play  this  role  well,  there  is  a chance  for 
them  to  enhance  the  perception  of  their  integri- 
ty. If  they  play  it  poorly  they  may  demonstrate 
that  they  deserve  no  particular  admiration  as  a 
professional  group. 

Let  us  start  by  noting  the  differences  between 
an  “advocate”  and  a “witness.”  The  patient’s  “ad- 
vocate,” his  lawyer,  is  required  to  do  his  best  in 
his  client’s  interest.  He  is  not  under  oath.  He  may 
use  any  deception,  dodge,  distortion,  emphasis, 
or  omission  that  the  system  lets  him  get  away 
with.  His  mission  is  to  resolve  the  dispute  in  favor 
of  his  client. 


The  witness,  on  the  other  hand,  is  under  oath. 
He  is  required  to  tell  the  truth,  the  whole  truth, 
and  nothing  but  the  truth.  This  certainly  restricts 
the  witness’s  role  and  is  a precise  charge. 
Although  a witness  may  feel  positively  toward 
one  side  or  the  other,  this  ought  not  color  his 
testimony.  A question  may  be  asked  in  a way  that 
the  witness  perceives  to  be  unfair  to  one  side  or 
the  other.  In  such  cases  an  expert  witness  may, 
with  the  permission  of  the  Court,  expound  suffi- 
ciently to  enable  the  jury  to  perceive  the  “ whole 
truth!’  Courts  tend  to  interpret  the  word  “tell” 
the  whole  truth  to  mean  “convey”  the  whole 
truth  (to  the  jury),  and  this  would  seem  to  be  con- 
sistent with  the  cause  of  justice. 

For  a witness  to  distort  the  truth  in  favor  of  the 
interest  of  a party  to  the  dispute  is  to  violate  his 
oath.  How  different  this  is  from  the  obligation  of 
the  advocate  which  is  to  prevail  rather  than  to 
edify.  And  there  you  have  it.  The  witness’s  role 
is  to  edify;  the  advocate’s  role  is  to  prevail.  The 
witness  informs;  the  advocate  persuades. 

Martin  Gibbs,  M.D. 


What  can  you  do  for  a patient 
when  pain  takes  control  of  his  life? 
You  can  refer  your  patient  to  the 
Pain  Management  Program  at 
the  Delaware  Curative  Workshop. 


DELAWARE 

CLRATTVE 

\ WORKSHOP 


(302)  656-2521  • 1 600  Washington  Street*  Wilmington,  DE  19802 


Rheumatology  Update 

Co-sponsored  by  the 
Arthritis  Foundation, 
the  Medical  Society  of  Delaware  and 
Jefferson  Medical  College 

Tuesday,  March  6,  1990 

Delaware  Academy  of  Medicine 

James  Fries,  M.D.,  will  discuss  the 
gastrointestinal  effects  of  Nonsteroidal 
Anti-Inflammatory  Drugs  (NSAIDs); 
Marvin  Steinberg,  M.D.,  will  discuss 
molecular  biology  for  the  clinician; 
and  Lynn  Gerber,  M.D.,  will  speak  on 
psoriatic  arthritis.  A question  and 
answer  period  will  follow.  A luncheon 
will  follow  by  reservation.  For 
information,  please  call  (302)  764-8254 
or  1-800-292-9599. 

As  an  organization  accredited  by  the  Accreditation  Council  for  Continu- 
ing Medical  Education  for  its  continuing  medical  education  program, 
Jefferson  Medical  College  designates  this  activity  as  meeting  the  criteria 
for  4 hours  in  Category  1 of  the  Physician’s  Recognition  Award  of  the 
American  Medical  Association. 
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AMA  Delegate's  Report 

1989  Interim  Meeting  of  the  AMA  House  of  Delegates 


The  Interim  Meeting  of  the  AMA  House  of 
Delegates  was  held  in  Honolulu,  Hawaii,  from 
December  3 through  December  6,  1989.  The 
Medical  Society  of  Delaware  was  represented  by 
Delegates  Daniel  Alvarez,  M.D.,  Peter  Coggins, 
M.D.,  and  Alfonso  Ciarlo,  M.D. 

The  1989  Interim  House  of  Delegates  was  com- 
posed of  435  seated  delegates,  including  347 
representing  state  medical  associations,  78 
representing  national  specialty  associations,  and 
10  section  and  service  delegates  representing 
students,  residents,  hospital  medical  staffs, 
military  physicians,  the  USPHS,  and  the 
Veterans  Administration. 

The  opening  session  of  the  House  included  an 
address  by  Lauro  F.  Cavazos,  Ph.D.,  Secretary  of 
Education.  He  cited  the  AMA  for  its  role  in  assur- 
ing the  high  quality  of  medical  school  education, 
and  asked  the  delegates  to  support  quality  educa- 
tion at  all  levels.  He  encouraged  all  physicians  to 
become  involved  in  local  education  at  all  levels. 

AMA  President  Dr.  Alan  R.  Nelson  focused  in 
on  answering  the  question,  “What  does  the  AMA 
do  for  me?”  Among  the  many  answers  were:  the 
defeat  of  mandatory  assignment  of  Medicare 
benefits  four  times  in  the  last  three  sessions  of 
Congress;  the  defeat  of  expenditure  targets  in  the 
1990  federal  budget;  the  AMA’s  title  as  the 
largest  publisher  of  scientific  information;  the 
AMA’s  support  of  funding  for  medical  research; 
and  the  AMA’s  role  in  informing  the  public  of 
health-related  news.  Dr.  Nelson  asked  physicians 
to  leave  frustration  behind  and  to  get  involved 
with  the  AMA  as  medicine’s  “best  investment  in 
the  future.” 

As  usual,  the  meeting  concerned  itself  with  any 
number  of  issues  and  topics.  There  were  187 
resolutions  and  79  Board  and  Council  reports  to 
consider.  Notably,  the  House  approved  a report 
and  adopted  resolutions  concerning  substance 
abuse  in  the  United  States.  Substance  abuse  was 


declared  as  the  AMA’s  number  one  public  health 
priority  and  the  House  agreed  to  take  a positive 
stance  as  a leader  in  the  fight  against  substance 
abuse.  The  organization  is  to  cooperate  with  and 
encourage  other  organizations  as  well  as  the 
government  in  education,  research,  prevention, 
and  treatment  of  both  drug  and  alcohol  abuse. 

In  related  action,  the  House  approved  a resolu- 
tion introduced  by  the  Young  Physicians’  Section 
that  directs  the  House  to  encourage  state  associa- 
tions to  work  with  legislators  to  pass  laws  that 
would  make  driving  with  a blood  alcohol  level  of 
0.05  percent  illegal,  and  to  encourage  Congress 
to  make  federal  highway  funds  contingent  upon 
the  state’s  adoption  of  the  0.05  percent  alcohol 
level. 

The  House  also  approved  a report  that  recom- 
mended major  policy  changes  regarding  AIDS 
and  HIV  infection.  The  report  recommends  that 
legislation  be  supported  which  would  establish 
requirements  for  reporting  and  following  cases  of 
AIDS  and  HIV  positives,  and  tracing  and  contact- 
ing partners.  It  also  urges  physicians  to  take 
comprehensive  and  thorough  sex  and  drug 
histories  in  a non-judgemental  fashion.  The 
report  reconfirms  mandatory  test  ing  of  all  prison 
inmates  and  introduced  support  for  mandatory 
testing  of  all  newborns  in  high-risk  areas.  Includ- 
ed in  the  report  are  numerous  endorsements  for 
continued  support  of  research,  education,  and 
expansion  of  treatment  availability  for  AIDS 
victims. 

Health  coverage  for  the  37  million  uninsured 
Americans  was  addressed  by  a resolution  which 
reaffirmed  the  support  of  the  AMA  to  ensure  the 
access  to  health  care  through  a combination  of 
mandatory  employer  sponsored  programs,  state 
sponsored  risk  pools,  Medicare  and  Medicaid 
reform,  and  voluntary  care.  AMA  surveys 
indicate  that  the  average  physician  provides  an 
annual  150  hours  of  free  care,  representing  a 
national  total  of  almost  11  billion  dollars. 
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The  American  Board  of  Medical  Specialties  was 
urged  by  the  House  to  abandon  its  endeavor  of 
placing  display  ads  in  telephone  directory  yellow 
pages  showing  where  board  certified  specialists 
are  located.  At  the  least,  they  were  advised  to 
state  that  their  listing  may  not  be  complete. 

Several  states  co-sponsored  a resolution  that 
would  cause  the  AMA  to  maintain  and  adequate- 
ly fund  its  impaired  physicians’  program,  to  con- 
tinue to  provide  technical  assistance  to  state 
association  programs,  and  to  conduct  scientific 
and  socioeconiomic  research. 

The  Medical  Society  of  Delaware  was  one  of 
several  associations  that  introduced  resolutions 
calling  for  the  AMA  to  actively  pursue  a policy 
change  by  Medicare,  Medicaid,  and  private  in- 
surers which  would  allow  solo  practitioners  to  bill 
for  services  provided  by  covering  physicians.  The 
House  approved  that  the  AMA  take  any  means 
to  change  current  Medicare  policy  for  solo  prac- 
titioners who  must  use  short-term  coverage  by 
colleagues. 

Most  AMA  meetings  have  one  issue  which 
seems  to  dominate  the  corridor  discussions,  and 
this  Interim  Meeting  was  no  exception.  Incidents 
of  potential  wrongdoing  by  AMA  executives  that 
were  reported  in  a Chicago  newspaper  had  led  to 
the  AMA  Board  hiring  an  independent  firm  to  in- 
vestigate the  incidents.  Both  incidents  involved 
financial  decisions  made  by  Dr.  James  Sammons, 
Executive  Vice  President,  without  knowledge  of 
the  AMA  Board.  In  one  incident,  Dr.  Sammons 
approved  the  loan  of  $268,000  to  an  AMA  ex- 
ecutive, Richard  Noffke,  for  purchase  of  a con- 
dominium. In  the  other  incident,  Dr.  Sammons 
approved  reimbursement  to  another  executive, 
Whalen  Strobhar,  for  stock  market  losses  which 
Mr.  Strobhar  claimed  were  made  by  the  error  of 
the  AMA.  As  a result  of  these  incidents,  Mr. 
Strobhar  and  John  E.  Turner,  executive  vice- 
presidents  of  AMA  Advisors,  have  resigned  and 
Mr.  Strobhar  has  promised  to  repay  the  $358,000 
with  interest.  Mr.  Noffke  did  not  repay  his  loan 
and  was  later  fired.  The  AMA  was  unable  to  sell 
the  condominium  for  the  entire  amount  which 
was  loaned  for  its  purchase,  and  it  is  doubtful  that 
the  difference  will  be  recovered  from  Mr.  Noffke. 


Delaware,  as  well  as  the  District  of  Columbia, 
and  Illinois,  introduced  resolutions  designed  to 
change  or  limit  executive  management  of  the 
AMA.  The  Board  also  presented  a report,  based 
on  the  finding  of  the  Chicago  law  firm  hired  to 
conduct  an  investigation  of  the  incidents,  in  an 
effort  to  evaluate  the  past  performance  of  its  ex- 
ecutive management  and  to  institute  changes  to 
strengthen  the  Board’s  oversight  of  the  Associa- 
tion. At  the  Reference  Committee  hearing  which 
considered  the  resolutions  and  report,  Dr.  Sam- 
mons and  Dr.  Ring,  Chairman  of  the  Board,  were 
present  and  answered  questions.  As  he  had  said 
in  a brief  speech  at  the  opening  of  the  House,  Dr. 
Sammons  acknowledged  that  he  made  mistakes 
in  handling  both  incidents,  and  that  he  had  failed 
to  follow  appropriate  procedures.  He  also 
announced  that  he  intended  to  retire  at  the  end 
of  1990. 

Of  the  three  resolutions  introduced,  only 
Illinois’  was  referred  to  the  Board  for  action. 
Among  other  things,  the  resolution  asks  the 
Board  to  hire  a consultant  to  review  the  ad- 
ministrative structure  and  the  managerial 
process  of  the  AMA,  and  for  the  AMA  to  redefine 
its  mission  statement  to  benefit  its  members. 
Delaware’s  resolution,  which  included  a require- 
ment of  two  signatures  for  non-budgetary  items 
or  internal  transfers  of  more  than  $25,000,  was 
not  adopted. 

The  Board  report,  however,  was  approved.  The 
investigation  that  was  prompted  by  the  Strobhar 
and  Noffke  incidents  is  to  continue  to  be  sure  that 
there  are  no  similar  incidents.  The  AMA  Counsel 
has  been  directed  to  take  every  legal  action  to 
recover  the  AMA  funds.  There  will  be  a restruc- 
turing of  the  Board  committees  to  include  a 
Finance  Committee  to  review  and  monitor  the 
AMA  fiscal  policies  and  procedures;  an  Audit 
Committee  to  review  and  monitor  the  audit  ac- 
tivities; and  a Compensation  Committee  to 
authorize  the  compensation  of  senior  staff.  The 
Board  is  to  formulate  and  institute  new  limits  on 
the  authority  of  the  Executive  Vice  President.  All 
expenditures,  unless  budgeted,  of  $100,000  or 
more  will  have  to  have  the  approval  of  the  Chair- 
man of  the  Board.  The  Board  will  have  to  re- 
evaluate policies  on  loans  to  employees. 
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Dr.  Peter  Coggins,  author  of  Delaware’s  resolu- 
tion, was  at  the  forefront  of  the  political  happen- 
ings. Although  the  resolution  was  not  technical- 
ly approved,  many  of  its  points  were  similarly  in- 
cluded in  the  Board  report  and  the  Illinois  resolu- 
tion. Dr.  Coggins’  resolve  and  energy  are  to  be 
commended.  He  gained  notoriety  for  himself  and 
the  Medical  Society  of  Delaware  by  his  vocal  sup- 
port of  strengthening  the  AMA’s  fiscal  respon- 
sibility. Members  are  directed  to  the  December 
15  issue  of  the  American  Medical  News  for  more 
information  regarding  Dr.  Coggins’  participa- 
tion. It  should  be  noted  that  Dr.  Coggins  was  also 
quoted  in  an  article  in  the  Chicago  Sun-Times 
which  appeared  prior  to  the  AMA  Meeting. 

Daniel  A.  Alvarez,  M.D. 

Delegate  to  the  AMA 


‘Doctor,  I’m  stuck  in 
the  house.  Is  there 
some  way  I can 
drive  in  spite  of 
my  disability?’ 

. 


What  can  you  do  for  a disabled  patient 
who  craves  the  freedom  driving  a car 
could  give?  You  can  refer  your  patient 
to  the  Delaware  Curative  Workshop. 
DCW  now  has  a Driver  Evaluation 
and  Training  service  through  a 
collaborative  program  with  Moss 
Rehabilitation  Hospital. 

A DELAWARE 
WCIRATIVE 

^ V WORKSHOP 

(302)  656-2521  • 1 600  Washington  Street  •Wilmington,  DE  19802 


PURELY  REFRESHING. 


Imagine  the  best  cup  of  water 
you've  ever  tasted  Fresh,  cold  and  pure 
Now  imagine  having  it  everyday  at  your 
convenience  without  worrying  about 
service  costs,  installation  or  maintenance 
Sound  good7  Give  us  a call  today 


OUR  BOTTLED  WATER  SERVICE  FEATURES 


• Mountain  Spring 
Water,  Hot  or  Cold 

• A variety  of  dis- 
pensers to  fit  your 
needs 


• No  sen/ice  costs 

• New  filter  design 
for  healthier  water 

• No  plumbing 
required 


FIRST  MONTH’S  COOLER  RENTAL 

FREE 


when  you  mention  seeing  this  od 


TAKEABREAK 


' (302)  658-8571 

413  Eighth  Ave.  • Wilmington.  DE  19805 


Executive  Director 

Board  of  Medical  Practice 

State  of  Delaware 


Coordinates  all  activities  of 
the  Board  --  licensure, 
professional  discipline, 
regulations,  legislation,  etc. 
MD/DO,  five  years  current 
practice  experience. 


Contact:  S.  L.  Grossman 
First  Resource,  Inc. 

7 Great  Valley  Parkway 
Suite  110 

Malvern,  PA  19355 
(800)  842-2050 
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DESIGNING 
YOUR  RETIREMENT 

PROGRAM 

H.  Thomas  Hollinger,  Vice  President 
NATIONAL  RETIREMENT  PLAN  SERVICES 

As  a professional  or  business  executive,  you 
assume  the  mantle  of  responsibility  for  a satis- 
fying retirement  program — for  yourself  and  your 
employees.  The  past  decade  has  brought  an 
enormous  amount  of  change  in  this  area,  from 
tax  laws  to  participation  requirements  to  vesting  schedules.  Making  sure  the  right 
people  are  covered  in  the  right  way  requires  the  services  of  professionals  skilled  in 
handling  the  complexities  of  designing — and  administering — retirement  plans. 

That’s  our  specialty,  and  leaving  this  vital  program  in  our  hands  frees  you  to 

concentrate  on  yours. 

Creative  retirement  planning  provides  a brighter  future. 

IS  Wilmington  Financial  Group 

201  Topkis  Building  • 100  Chapman  Road  • P.O  Box  8118  • Newark,  Delaware  19714  • (302)  731-1326 


ij! 


CHRISTIANA 

AUDIOLOGY 

ASSOCIATES  INCORPORATED 


Complete  Audiometric  Testing 
Hearing  Aid  Evaluation 
Hearing  Aid  Conformity  Evaluation 
Hearing  Aid  Checks 
Swim  Ear  Molds 

Fitted  Ear  Plugs  for  Noise  Protection 

Electronystagmography 

Brain  Stem  Evoked  Response  Audiometry 


BY  APPOINTMENT  (302)  454-7234 
100  Christiana  Medical  Center,  Newark,  Delaware  19702 

DIRECTOR  NORMAN  B.  ROBINSON  M D 


PROCEEDINGS  OF  THE 
HOUSE  OF  DELEGATES,  1989 
PART  II 

REPORTS  OF  SPECIAL  COMMITTEES 

Committee  on  Aging 

The  Committee  on  Aging  was  very  active  during  the  past 
year.  Monthly  meetings  were  well  attended  by  the  regular 
committee  members,  and  key  personnel  from  outside  agen- 
cies were  regularly  in  attendance  including  such  guests  as 
Eleanor  Cain,  the  Director  of  the  State  Division  of  Aging,  and 
Norma  Shaw  from  the  state  AARP. 

The  committee  developed  a half-day  geriatric  symposium 
in  conjunction  with  the  Delaware  Division  of  Aging's  1989 
Leadership  Conference  in  April.  This  program  was  well  at- 
tended by  physicians  and  found  to  be  very  informative. 

The  committee  also  assisted  the  Division  of  Aging  in  the 
development  of  their  Beach  Day  Program  in  September  1989. 
Committee  members  were  present  at  an  exhibit  sponsored  by 
the  Medical  Society  of  Delaware  at  the  Wellness  Fair.  The 
Society  members  were  available  to  answer  questions  from  the 
senior  citizens  and  also  distributed  brochures  pertaining  to 
medical  issues. 

The  committee  is  actively  involved  in  the  development  of 
the  Rx  Check  Program  in  conjunction  with  the  Division  of 
Aging  and  the  Nemours  Foundation.  The  committee  is  in  the 
process  of  developing  an  evaluation  program  which  will  be 
useful  in  ascertaining  the  benefits  of  the  Rx  Check  Program. 
In  addition,  the  Medical  Society  of  Delaware  agreed  to  under- 
write the  cost  of  1,000  of  the  booklets  for  this  evaluation. 

As  a final  item,  the  committee  has  developed  a sub- 
committee to  study  quality  assurance  in  long-term  care  in- 
stitutions in  our  state. 

The  committee  plans  to  continue  our  close  liaison  with  the 
Delaware  Chapter  of  the  AARP.  We  would  like  to  continue  to 
offer  a program  involving  health  care  issues  for  the  aging  with 
the  broad  goal  of  developing  more  enthusiasm  within  the  com- 
munity. We  will  continue  to  stress  the  public  awareness  of  the 
Medical  Society’s  concerns  for  the  problems  of  the  elderly. 

Robert  G.  Altschuler,  M.D. 

Chairman 

(The  report  was  filed  with  recognition  for  the  excellent 
performance  and  attendance  of  the  members,  and  with  an 
urging  that  all  members  of  the  Society  get  more  involved  with 
the  elderly  and/or  this  committee,  and  with  very  high 
commendation  to  the  committee  and  to  its  chairman, 
Dr.  Robert  G.  Altschuler.) 

Committee  on  Alternative  Methods  of  Health  Care 
Delivery  and  Health  Planning 

There  have  been  no  meetings  of  the  Committee  on  Alter- 
native Methods  of  Health  Care  Delivery  and  Health  Plan- 


ning during  the  past  year.  This  committee  continues  to  serve 
at  the  discretion  of  the  President  of  the  Medical  Society  of 
Delaware,  and  it  may  become  active  in  the  coming  year. 

Anthony  L.  Cucuzzella,  M.D. 

Chairman 

(The  report  was  referred  to  the  Board  of  Trustees  with  the 
Reference  Committee’s  recommendation  that  the  Committee 
on  Alternative  Methods  of  Health  Care  Delivery  and  Health 
Planning  be  dissolved.) 

Ancillary  Professionals  Committee 

There  have  been  no  meetings  of  the  Ancillary  Professionals 
Subcommittees  during  the  past  year. 

Physicians  who  have  specific  concerns  regarding  ancillary 
professionals  or  legislation  that  has  been  proposed  are  en- 
couraged to  communicate  with  the  committee. 

I.  Favel  Chavin,  M.D. 

Chairman 

(The  report  was  filed.) 

Charitable  Services  Committee 

At  the  1988  Interim  Meeting  of  the  House  of  Delegates  of 
the  American  Medical  Association,  a resolution  was  passed 
declaring  1989  the  “Year  of  Volunteerism  and  Community 
Service.”  This  followed  the  inaugural  address  challenge  of 
former  AMA  President,  James  E.  Davis,  who  called  on  physi- 
cians to  spend  time  in  volunteer  activities  benefiting  others. 

Efforts  to  develop  a societal  (MSD)  delegation  for  interna- 
tional activity  have  thus  far  been  unsuccessful.  It  would  ap- 
pear that  individual  efforts  by  physicians  interested  in  this 
type  of  medicine  are  more  easily  developed  and  maintained. 

Locally,  we  continue  to  exert  efforts  to  develop  the  Claymont 
Community  Center  Adult  Health  Service  Project.  With  the 
assistance  of  Dr.  Robert  W.  Frelick,  Public  Health  nursing  was 
provided  for  in  the  Governor’s  fiscal  year  1989  budget  and  the 
staffing  at  the  Claymont  Community  Center  has  been 
enhanced.  An  advisory  group,  comprised  of  representatives 
of  Claymont  Community  Center,  the  Medical  Society,  the 
Division  of  Public  Health  and  the  Dental  and  Nursing 
Associations,  is  being  established  to  oversee  the  implemen- 
tation of  the  Adult  Health  Service  at  the  Center.  Meanwhile, 
the  Medical  Society  is  attempting  to  address  the  issue  of 
malpractice  insurance  for  volunteer  physicians  to  facilitate 
the  physician  staffing  of  the  clinic. 

Volunteer  programs  are  being  developed  by  the  state,  county, 
and  specialty  societies  throughout  the  country  and  an  ab- 
breviated list  of  the  activities  of  other  societies  follows.  It  is 
a hope  that  increased  interest  in  this  type  of  endeavor,  which 
is  so  vitally  needed  and  appreciated  by  the  recipients,  will  be 
further  enhanced  and  developed  in  the  coming  year. 

Peter  R.  Coggins,  M.D. 
(The  report  was  filed.)  Chairman 
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Physician  Volunteer  Projects 

The  year  1989  is  the  “Year  of  Volunteerism  and  Community 
Service”  as  designated  by  the  American  Medical  Association’s 
House  of  Delegates.  Former  AMA  President,  James  E.  Davis, 
M.D.,  delivered  his  inaugural  address  stressing  the  impor- 
tance of  service  and  challenging  physicians  to  spend  time  in 
volunteer  activities  benefiting  others. 

Through  the  institution  of  physician  volunteer  programs, 
medical  societies  will  carry  out  Dr.  Davis’  message  of  service 
to  the  American  public  and  the  challenge  of  volunteering  to 
benefit  others  will  be  met.  Below  is  a sample  of  medical  society 
sponsored  volunteer  projects  currently  underway  across  the 
country. 

Alachua  County  (FL)  Medical  Society 

WeCare  - An  indigent  care  program  in  which  physicians 
volunteer  their  services  to  patients  without  health  insurance 
or  federal  assistance. 

Allegany  County  (MD)  Medical  Society 

Allegany  Health  Right,  Inc.  - A non-profit  agency  funded 
by  the  medical  society,  local  social  service,  hospital  and  legal 
agencies  providing  medical  services  to  the  uninsured  poor. 

Arapahoe  (CO)  Medical  Society 

Doctors  Care  - A program  coordinated  through  the  local 
health  department  and  community  volunteer  agencies  which 
provides  affordable  medical  services  to  the  medically  indigent. 

Arkansas  Medical  Society 

AIDS  Education  Program  - Physician  volunteers  conduct 
educational  seminars  for  junior  and  senior  high  school 
students,  PTAs,  school  counselors,  school  boards,  colleges  and 
universities,  corporations,  civic  groups  and  church 
congregations. 

Bexar  County  (TX)  Medical  Society 

The  Doctor  Is  In  - One  afternoon  a month  physicians  donate 
time  to  meet  in  a community  forum  setting  with  seniors,  the 
indigent  and  others  to  answer  health-related  questions. 

Collier  County  (FL)  Medical  Society 

Medline  - A weekly  television  phone-in  show  for  the  au- 
dience to  discuss  health-related  questions  and  concerns. 

Medical  Society  of  the  District  of  Columbia 

Back-to-School-Health-Screening  - A program  providing 
physical  exams,  immunizations,  speech  and  hearing  evalua- 
tions, blood  tests  and  dental  exams  for  bi  lingual,  low-income 
children. 
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Harris  County  (TX)  Medical  Society 

HealthAdventure  - Funded  by  the  HCMS  and  the  Shell  Oil 
Foundation,  this  program  provides  a 46-foot  mobile  trailer 
equipped  with  interactive  educational  displays  and  screen- 
ing tests,  staffed  by  physician  volunteers,  for  elementary 
school  children. 

Jefferson  County  (KY)  Medical  Society 

Mission  House  - A medical  society  owned  and  operated 
shelter  for  the  homeless  providing  medical  services. 

Kentucky  Medical  Association 

Kentucky  Physicians  Care  - Participating  physicians  agree 
to  see  eligible  non-emergency  patients  referred  to  them  for 
one  free  office  visit. 

Iowa  Medical  Society 

Medicare  Partners  - A Medicare  voluntary  assignment 
program. 

Medical  Society  of  New  Jersey 

Senior  Citizen  Medical  Courtesy  Program  - A Medicare 
voluntary  assignment  program. 

Medical  Society  of  the  County  of  Niagra  (NY) 

Health  Care  Coalition  for  the  Needy  - A voluntary  program 
to  provide  access  to  free  medical  care  to  indigent  persons. 

The  State  Medical  Society  of  Wisconsin 

PartnerCare  - A Medicare  voluntary  assignment  program. 

Cultural  and  Historical  Committee/ 
Subcommittee  for  the  200th  Anniversary  of  the 
Medical  Society  of  Delaware 

The  subcommittee’s  main  project  during  the  past  year  was 
planning  the  200th  anniversary  celebration  of  the  Society’s 
founding  in  Dover  on  May  12, 1789.  Members  of  the  Society, 
their  spouses,  and  Delaware  dignitaries  were  invited  to  at- 
tend a re-enactment  ceremony  at  the  Old  State  House  in 
Dover  on  Saturday,  May  13.  It  was  a memorable  day,  with 
members  of  the  Society  dressed  in  colonial  garb  traveling  by 
horse-drawn  carriage  to  the  State  House  on  the  Green  for  the 
re-enactment  ceremony.  Lieutenant  Governor  Dale  Wolf 
presented  Senate  Concurrent  Resolution  No.  56  extending 
congratulat  ions  to  the  membership  of  the  Medical  Society  of 
Delaware  on  its  200th  anniversary.  A reception  followed  at 
Woodburn,  the  residence  of  the  Governor. 

The  subcommittee  also  coordinated  other  activities  for  the 
Society’s  200th  anniversary  including  a new  history  of  the 
Medical  Society  of  Delaware;  an  exhibit  at  the  University  of 
Delaware’s  Morris  Library;  development  of  bicentennial 
material  for  issues  of  the  Delaware  Medical  Journal 
throughout  the  year;  a scientific  program,  chaired  by 
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Dr.  Peter  R.  Coggins,  with  renowned  speakers  on  "Medicine 
- the  Past,  the  Present,  and  the  Future”,  and  special  enter- 
tainment for  the  annual  dinner  dance  on  November  18. 

Henri  F.  Wendel,  M.D. 

Co-Chairman 

(The  report  was  filed  with  special  commendation  to  Dr.  Wendel 
and  his  committee  for  an  elegant  and  successful  200th  an- 
niversary celebration.) 

Environmental  and  Public  Health  Committee 

This  committee  met  with  the  School  Health  Committee  in 
the  spring  of ’89  to  hear  a review  of  the  latest  report  of  Vital 
Statistics  from  the  new  Center  for  Health  Statistics  in  the 
Department  of  Health  and  Social  Services.  Mr.  Amos  Burke, 
who  heads  the  project,  addressed  the  group,  and  Mr.  Don  Berry 
was  available  for  back  up.  The  Report  covered  health  data 
from  prenatal  care  and  infant  mortality  to  mortality  from  ma- 
jor diseases.  The  Report  is  an  excellent  source  of  vital  statistics 
for  Delaware.  Physicians  should  be  aware  of  its  existence.  A 
copy  is  in  the  Medical  Society  Office.  The  Health  Statistics 
center  plans  in  the  future  to  include  information  on  hospital 
discharge  diagnosis  which  are  now  to  be  reported  to  the 
Center  as  a result  of  legislation  passed  this  year.  Such  infor- 
mation will  eventually  provide  an  opportunity  to  relate 
disease  and  costs  of  care  in  Delaware. 

Current  findings  show  that  infant  mortality  and  teenage 
pregnancy  rates  are  too  high,  and  that  death  from  cancer  is 
also  elevated.  The  unfortunately  high  death  rates  for  breast 
cancer  in  Delaware  appear  in  large  part  to  be  related  to  the 
extremely  high  rates  in  the  non-white  population.  The 
December  1988  Cancer  Report  for  Delaware  showed  fewer  pa- 
tients with  early  stage  breast  cancers  especially  among  black 
women.  This  suggests  inadequate  use  of  proven  techniques 
for  picking  up  early  breast  cancer  by  mammography.  While 
fiscal  barriers  can  be  blamed,  too  few  women,  white  and  black, 
took  advantage  of  the  free  mammography  promoted  the  last 
two  years  by  the  American  Cancer  Society  with  the  coopera- 
tion of  the  state’s  mammographers. 

At  the  committee's  next  meeting,  it  reviewed  a proposal  from 
the  Division  of  Public  Health  for  HIV  partner  notification. 
There  was  agreement  to  the  suggested  regulation  which 
would  require  physicians  to  report  HIV  partner  contacts  to 
the  Division  of  Public  Health  for  follow-up  as  is  done  for 
syphilis.  It  was  emphasized  that  this  type  of  activity  had 
limited  but  important  productivity  and  in  no  way  could  be  con- 
sidered a substitute  for  education,  the  current  voluntary 
anonymous  testing  program,  or  for  medical  care  for  those  in- 
fected. The  recent  finding  that  AZT  was  of  value  for  HIV 
positive  patients  without  symptoms  lent  credibility  to  such 
a program. 

The  committee  also  reviewed  the  Institute  of  Medicine’s 
report  on  "The  Future  of  Public  Health.”  The  contents  were 
enthusiastically  endorsed  and  forwarded  to  the  Board  of 
Trustees  with  the  suggestion  that  a summary  of  the  report 
be  distributed  to  all  members  of  the  Medical  Society  and  the 
State  Legislature.  The  MSD  was  urged  to  aggressively  work 


‘ Doctor,  my  child 
doesn’t  do  things 
like  other  children 
and  1 don’t  know 

where  to  turn.’ 


What  can  you  do  for  a parent  whose 
child  is  developmentally  delayed  or 
physically  handicapped?  You  can  refer 
your  patient  to  the  Pediatric  Unit 
of  the  Delaware  Curative  Workshop 
for  a broad  range  of  programs  and 
individual  treatments. 
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toward  the  establishment  of  a separate  Department  of  Health 
in  Delaware  which  would  include  jurisdiction  of  water  and 
air  pollution.  As  a minimum,  a resolution  to  support  that  idea 
should  be  discussed  at  the  House  of  Delegates  in  November. 
The  committee  thought  that  the  Medical  Society  of  Delaware 
should  be  proactive  by  urging  the  expansion  of  the  role  of 
Public  Health  in  the  State.  The  IOM  recommendation  that 
there  be  a separate  Department  of  Health  which  would  in- 
clude the  current  Division  of  Public  Health  and  the  Division 
of  Mental  Health,  Alcohol  and  Drug  Abuse  is  especially  im- 
portant under  present  circumstances  when  coordinating 
resources  is  one  way  to  provide  the  multidisciplinary  leader- 
ship needed  to  control  current  challenges  to  health  in 
Delaware. 


Robert  W.  Frelick,  M.D. 

Chairman 

(The  report  was  filed.) 

Ethics  Committee 

The  committee  has  attempted  to  find  an  answer  to  what  can 
be  done  about  excessive  medical  fees.  It  is  agreed  that  this 
is  a major  problem,  but  it  was  not  clear  whether  this  should 
be  considered  an  ethical  or  economic  question.  Therefore  it 
was  decided  to  survey  the  membership.  The  survey  was  also 
designed  to  determine  if  the  membership  thought  the  Ethics 
Committee  should  be  expanded  with  public  members  to  im- 
prove its  credibility.  Following  the  advice  of  the  Society’s 
Board  of  Trustees,  it  was  agreed  to  submit  the  proposed  survey 
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to  the  AMA  for  an  opinion.  The  U.S.  Department  of  Justice 
was  also  queried  to  see  if  it  would  be  possible  to  obtain  a rul- 
ing about  a medical  society  using  an  ethical  approach  to  ex- 
cessive fees.  So  far,  they  have  not  answered  and  the  AMA 
lawyers  who  encouraged  this  strategy  by  telephone  have  yet 
to  give  a written  response  to  the  specific  question  being  asked. 
The  committee  thought  that  the  public,  which  assumes  that 
the  Medical  Society  has  control  over  excesses  of  its  members, 
needed  to  be  better  informed  about  the  limitations  imposed 
on  organized  medicine  by  the  anti-trust  department  of  the  U.S. 
Department  of  Justice.  After  hearing  from  the  AMA,  it  may 
pay  to  contact  the  local  Federal  Attorney  for  further  guidance. 

Because  of  potential  physician  liability  for  removal  of 
feeding  tubes  in  vegetative  patients,  the  committee  reviewed 
model  legislation  proposed  by  the  AMA  to  cover  the  situation. 
The  committee  liked  the  legislation  and  asked  the  Board  of 
Trustees  to  promote  the  legislation  in  Delaware  if  legal 
counsel  concurs,  and  to  seek  added  support  from  Hospice  and 
the  Hospital  Association. 

The  committee  also  recommended  that  the  recent  JAMA 
suggestion  of  the  advantages  for  a patient  advocacy  program 
using  retired  physicians  be  explored  in  Delaware.  With  the 
concurrence  of  the  Board  of  Trustees,  it  was  recommended 
that  this  suggestion  be  referred  to  the  newly  organized  Physi- 
cians Emeritus  Committee. 

The  committee  also  discussed  the  importance  of  Living 
Wills  and  recommended  that  the  Board  of  Trustees  formally 
support  the  concept  of  Living  Wills  and  promote  their  use  in 
all  health  care  institutions  in  Delaware. 

The  committee  also  wished  to  encourage  the  development 
of  ethics  committees  in  all  of  the  state’s  hospitals. 

The  committee  is  continuing  its  efforts  to  communicate  and 
discuss  ethical  problems  with  members  of  the  Society  through 
the  Medical  Journal.  The  committee  remains  willing  to  re- 
spond to  queries  and  concerns  of  the  membership  but  con- 
tinues to  think  that  most  medical-ethical  problems  can  and 
should  be  resolved  by  the  physician  and  his  or  her  patient. 
However,  when  interprofessional  problems  arise,  or  when 
advanced  technology  raises  new  ethical  questions,  the 
committee  is  willing  to  offer  its  help  with  the  understanding 
that  it  cannot  solve  all  problems  and  that  its  responsibility 
is  to  advise  but  not  adjudicate. 

Robert  W.  Frelick,  M.D. 

Chairman 

(The  report  was  filed.) 

Legislative  Action  Committee 

This  was  the  first  year  that  the  Legislative  Action  Commit- 
tee was  in  existence.  The  purpose  of  the  committee  was  to 
create  a “medical  presence”  for  the  Medical  Society  of 
Delaware  at  the  State  legislature.  As  such,  a committee 
member  was  present  each  day  the  legislature  was  in  session 
to  provide  medical  input  into  various  bills  under  considera- 
tion. In  addition,  the  committee  represented  the  Society  in 
assisting  Representative  Amick  along  with  the  AARP,  Com- 
mon Cause,  and  Secretary  Hale  in  developing  House  Bill  111, 
which,  when  passed,  will  update  the  Medical  Practices  Act. 


The  committee  held  an  organizational  meeting  in  December 
1988.  Because  of  threatened  bad  weather,  only  one  additional 
meeting  of  the  Committee  was  held.  At  that  meeting,  H.B. 
Ill  was  discussed  in  light  of  a proposal  recently  completed 
by  a special  task  force  of  the  Federation  of  State  Medical 
Boards  and  to  review  other  legislation  in  this  session  of  the 
General  Assembly. 

Dr.  Buckler  summarized  the  Federation’s  document,  enti- 
tled Elements  of  a Modern  State  Medical  Board:  A Proposal. 
He  noted  that  the  proposal  is  not  a detailed  model  for  a com- 
plete medical  practice  act  but  an  attempt  to  specify  the 
elements  fundamental  to  the  structure  and  function  of  a 
modern  state  medical  board. 

It  was  reaffirmed  that  the  Society  support  H.B.  Ill  and  at 
the  same  time  inform  Delaware  legislators  of  the  new  proposal 
from  the  Federation  of  State  Medical  Boards  and  the  possibil- 
ity of  future  amendments  to  the  Medical  Practices  Act. 

The  committee  then  reviewed  a summary  of  health  care 
legislation  considered  by  the  General  Assembly  in  1989  and 
a list  of  the  health-related  bills  currently  before  the 
legislature. 

The  committee  members  were  thanked  for  the  time  they 
spent  in  Dover  while  the  Legislature  was  in  session.  Mr.  Davis 
said  that  he  felt  the  effort  was  well  worthwhile. 

Stephen  R.  Permut,  M.D. 

Chairman 

(The  report  was  filed  with  commendation  to  the  chairman, 
Dr.  Stephen  R.  Permut,  M.D.,  and  the  committee.) 

Committee  on  Hospital  Relations 

There  have  been  no  meetings  of  the  Committee  on  Hospital 
Relations  during  the  past  year. 

Mark  A.  Meister 
Executive  Director 

(The  report  was  filed  with  the  Reference  Committee’s  recom- 
mendation that  there  is  a need  for  this  committee  to  be  ac- 
tive and  that  there  is  a need  to  speak  for  and  represent  physi- 
cians in  matters  concerning  hospital  affairs  and  how  they  af- 
fect members  of  this  Society.) 

Maternal  and  Child  Care  Committee 

A high  infant  mortality  rate  continues  to  be  a major  con- 
cern among  health  care  providers  in  Delaware.  We  have  made 
changes  that  have  incrementally  lowered  the  infant  mortality 
rate,  but  we  have  yet  to  implement  a plan  that  has  had  a ma- 
jor impact  on  this  important  area.  However,  numerous  areas 
have  been  identified  that  require  attention. 

Barriers  to  prenatal  care  continue  to  be  a problem.  Efforts 
to  expand  Medicaid  benefits,  educate  patients  regarding  the 
need  for  early  prenatal  care,  and  expand  convenient  times  and 
locations  for  the  provision  of  prenatal  care  must  be  pursued. 
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Drug  abuse  is  currently  a major  problem  in  our  population. 
Twenty  to  twenty-five  percent  of  patients  registered  in 
prenatal  clinics  in  Wilmington  have  been  found  to  be  using 
illicit  drugs.  The  rate  of  drug  abuse  and  the  subsequent  rate 
of  HIV  infection  in  the  Black  and  Hispanic  communities  is 
rising  at  an  alarming  rate.  Thus,  drug  abuse  and  HIV  infec- 
tion are  areas  which  deserve  greater  attention  among  physi- 
cians serving  this  group  of  patients. 

A formal  effort  at  regionalization  must  be  undertaken  if 
Delaware  hospitals  and  physicians  are  to  provide  efficient  and 
economical  patient  care,  education,  and  research.  The  com- 
mittee has  been  informed  that  this  effort  is  likely  to  fall  under 
the  auspices  of  the  Office  of  Emergency  Services,  which  is  ex- 
pected to  be  established  with  the  passage  of  the  paramedic 
bill  currently  under  consideration  by  the  state  legislature.  The 
committee  will  need  to  develop  guidelines  in  preparation  for 
the  regionalization  effort. 

At  the  federal  level,  the  Department  of  Health  and  Social 
Services  and  the  Centers  for  Disease  Control  have  developed 
a standardized  method  for  reviewing  infant  and  maternal 
deaths.  A subcommittee  has  been  appointed  to  study  the 
feasibility  of  conducting  this  survey  if  funding  can  be  solicited 
from  the  state  legislature. 

Finally,  the  committee  has  acknowledged  the  strides  which 
have  been  made  in  the  area  of  sex  education  in  the  public 
schools.  The  members  of  the  committee  feel  that  the  state 
needs  to  go  further  to  provide  education  concerning  sexually 
transmitted  diseases  and  contraceptive  counseling  at  all  high 
schools  through  school-based  clinics. 

Garrett  H.  C.  Colmorgen,  M.D. 

Chairman 

(The  report  was  filed  with  emphasis  on  the  need  for  formal 
recognition  of  regionalization  of  Level  III  perinatal  care, 
recognition  of  current  in-place  services  already  available  in 
this  area,  and  close  coordination  with  the  Public  Laws  and 
Legislative  Action  Committees  to,  in  addition  to  other  mat- 
ters, seek  funding  to  provide  medical  services  to  underserved 
children.) 


Medicine  and  Religion  Committee 

During  1989,  our  committee  focused  on  three  major  areas 
of  concern.  First,  the  sponsorship  of  a spring  breakfast  for 
physicians  and  clergy  held  at  the  Delaware  State  Hospital  on 
the  general  theme  of  pastoral  education  in  the  institutional 
setting.  Second,  the  ever  changing  patterns  of  the  delivery  of 
health  care  as  they  relate  particularly  to  the  ethical  and 
spiritual  concerns  of  our  constituents,  and  finally,  the  plan- 
ning and  implementation  of  the  physicians’  prayer  breakfast 
to  be  held  during  our  annual  meeting. 

Our  spring  breakfast  held  in  the  auditorium  at  the 
Delaware  State  Hospital  was  well  attended  by  clergy  and 
physicians  from  our  greater  Wilmington  community.  The 
focus  of  the  morning  was  on  the  presentation  by  chaplains, 
Jim  Harrington,  from  the  Delaware  State  Hospital,  and  John 
Pumphreys,  from  the  Medical  Center  of  Delaware.  They 
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presented  the  clinical  and  pastoral  education  concept  for 
clergy  training  in  the  institutional  setting.  There  was  high 
interest,  lively  discussion,  and  strong  support  for  the  CPE 
model  of  education.  Our  committee  strongly  encourages  the 
Medical  Society  to  support  these  two  institutions  as  they  pro- 
vide education  for  clergy  who  wish  to  further  develop  their 
skills  in  institutional  ministry. 

It  was  a pleasure  for  our  committee  to  plan  the  20th  Annual 
Prayer  Breakfast  to  be  held  during  our  annual  meeting  on 
Saturday  morning.  Once  again  our  breakfast  will  focus  on  the 
joy  of  music  as  we  share  the  inspiration  of  Charlie  Murray, 
Kathy  Wright  and  Sue  Howell.  It  seems  that  as  our  physicians 
gather  at  that  early  hour  in  the  morning  they  enjoy  singing 
and  being  sung  to.  So  once  again,  this  year’s  breakfast  will 
have  music  as  its  theme. 

During  the  year  a number  of  concerns  facing  physicians  to- 
day caught  the  attention  of  our  committee,  among  them  be- 
ing: 

a.  Issues  surrounding  the  care  of  AIDS  patients 

b.  The  question  of  confidentiality 

c.  Informed  consent 

d.  Terminal  care 

e.  Gaining  access  to  quality  medical  care 

Our  committee  feels  these  are  important  issues  and  strongly 
suggests  that  each  be  taken  and  addressed  very  specifically 
in  the  year  to  come.  It  is  our  intention  to  work  on  these  issues 
and  to  provide  a strong  and  responsible  flow  of  information 
to  the  physician  members  of  our  medical  society. 

Richard  Winkelmayer,  M.D. 

Chairman 

(The  report  was  filed.) 
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Medico-Legal  Affairs  Committee 

During  the  past  year,  members  of  this  committee  have  been 
involved  in: 

a)  Joint  committee  of  physicians  and  attorneys  (see  separate 
report); 

b)  Professional  Conference  on  Substance  Abuse:  The  Im- 
paired Professional 

After  the  success  of  the  conference  on  AIDS  in  the  spring 
of  1988,  a working  group  including  the  chairman  of  this  com- 
mittee and  the  chairman  of  the  Bar  Association’s  Medical- 
Legal  Affairs  Committee  decided  to  put  on  the  above  con- 
ference to  highlight  this  commonly  overlooked  problem.  In- 
cluded also  were  the  president  of  the  Dental  Society,  the  ex- 
ecutive directors  of  the  Medical  Society  and  the  Bar  Associa- 
tion, a Superior  Court  judge,  the  past  president  of  the  Medical 
Society,  and  a number  of  other  physicians  and  dentists.  Much 
planning  resulted  in  this  conference  being  put  on  at  the 
Radisson  Hotel  on  September  22,  1989,  with  a number  of 
locally  and  nationally  known  speakers  presenting  papers.  It 
appeared  to  have  been  well  received. 

John  T.  Hogan,  M.D. 

Chairman 

(The  report  was  filed.) 

Mental  Health,  Alcoholism,  and  Drug  Abuse  Committee 

With  the  current  national  attention  on  drug  abuse,  this  com- 
mittee focused  on  two  aspects  relevant  to  medical  practice. 

The  first,  and  probably  most  widespread  problem,  is  alcohol 
abuse.  The  committee  noted  that  alcohol  abuse  increases  the 
risk  of  other  health  problems  as  well  as  social-family-economic 
disruptions.  Alcohol  abusers  often  present  themselves  with 
injuries,  gastro-intestinal  complaints,  chest  pains,  seizures 
and  sometimes  complaints  of  anxiety.  The  non-psychiatrist 
physician/surgeon  is  often  in  the  best  position  for  detection 
of  alcohol  abuse.  But  most  physicians  are  not  trained  for  the 
specialized  skills  required  for  appropriate  treatment.  The 
committee  urges  our  colleagues  to  be  increasingly  alert  to 
detect  alcohol  abuse  and  to  initiate  treatment  by  appropriate 
referrals. 

A second,  less  obvious,  drug  problem  is  iatrogenic  drug 
dependence.  Although  physicians  are  quite  cautious  with 
opiates,  the  benzodiazepines,  which  are  potentially  addictive, 
are  prescribed  quite  liberally.  This  committee  urges  our  col- 
leagues to  monitor  the  use  of  and  limit  the  duration  of 
prescriptions  for  benzodiazepine  drugs.  It  is  the  intention  of 
the  committee  to  promote  educational  articles  in  the  medical 
literature  and  to  offer  seminars  or  conferences  on  the  subject. 

Norman  Taub,  M.D. 

Chairman 

(The  report  was  filed  with  the  recommendation  that  the  Ex- 
ecutive Committee  of  the  State  Divison  of  Mental  Health, 
Alcoholism  and  Drug  Abuse  include  at  least  one  physician. ) 


Pharmacy  Committee 

The  committee  met  on  September  27,  1989,  to  consider 
several  items. 

The  first  was  a letter  from  Competitive  Health  Care  Coali- 
tion (CHCC),  a national  organization  of  drug  repackagers  that 
sells  prescription  drugs  to  physicians  who  dispense  the  drugs 
to  patients  in  pre-packaged,  safety-sealed  containers.  The  let- 
ter affirmed  CHCC’s  support  for  efforts  to  preserve  the 
benefits  of  physician  drug  dispensing.  It  noted  that  a few  states 
have  regulations  that  severely  restrict  physician  prescribing. 
Virginia  now  prohibits  a physician  from  selling  drugs  to  his 
own  patients  either  for  his  own  convenience  or  for  the  pur- 
pose of  supplementing  his  income  unless  he  is  licensed  to  prac- 
tice pharmacy.  There  is  legislation  in  New  York  that,  if 
enacted,  would  prohibit  physicians  from  dispensing  more  than 
a 72-hour  supply  of  any  prescription  drug  unless  the  physi- 
cian dispenses  the  drugs  for  free  or  is  located  beyond  a ten- 
mile  radius  from  a registered  pharmacy. 

The  committee  is  opposed  to  enactment  of  any  restrictive 
regulations  in  the  area  of  physician  drug  dispensing  in 
Delaware. 

The  Annual  Report  (July  1,  1988,  to  June  30,  1989)  of  the 
Office  of  Narcotics  and  Dangerous  Drugs  was  reviewed.  The 
committee  thanked  Martin  Golden,  Drug  Control  Ad- 
ministrator, for  forwarding  the  report. 

The  committee  then  discussed  a letter  from  Dr.  Laudadio, 
a Pharmacy  Committee  member  who  was  unable  to  attend 
the  meeting.  This  physician  shared  with  the  committee  his 
concern  over  a situation  involving  Eckerd’s  Pharmacy.  On  a 
recent  visit  to  the  Fairfax  store,  he  attempted  to  purchase 
some  articles  using  his  Eckerd  Professional  Advantage  Card 
(a  card  given  to  physicians  that  entitles  them  to  a 10%  dis- 
count on  retail  prices  plus  prescriptions  at  cost  plus  10%).  The 
pharmacist  told  the  physician  that  he  was  not  entitled  to  the 
discount  because  he  did  not  write  enough  prescriptions  for 
the  drug  store  to  warrant  the  discount.  The  committee  was 
asked  to  look  into  this  to  see  if  this  practice  is  ethical.  The 
committee  doubted  this  practice  reflects  Eckerd’s  official 
policy  and  recommended  that  the  Medical  Society  of  Delaware 
bring  the  situation  to  the  attention  of  whoever  is  the  head  of 
this  division  of  the  Eckerd  organization. 

The  committee  discussed  some  of  the  problems  that  have 
resulted  from  the  federally  mandated  review  by  pharmacists 
of  nursing  home  patient  records.  It  was  noted  that  the  phar- 
macist is  not  supposed  to  be  writing  on  the  doctor’s  order  sheet 
but  should  be  using  a separate  sheet. 

The  chairman  reported  that  Frances  M.  West,  Secretary  of 
Community  Afffairs,  has  invited  health  care  professionals  to 
attend  Delaware’s  “TALK  ABOUT  PRESCRIPTIONS’’ 
month  proclamation  signing  ceremony  on  October  4,  1989, 
at  11:00  a.m.  in  Governor  Castle’s  Wilmington  office  in  the 
Carvel  State  Office  Building. 

Lastly,  it  was  decided  that  in  the  future  Pharmacy  Commit- 
tee meetings  will  be  held  twice  a year  at  4:00  p.m.  on  the 
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fourth  Wednesday  in  April  and  in  September. 

Rhoslyn  J.  Bishoff,  M.D. 

Chairman 

(The  report  was  filed.) 

Physicians'  Health  Committee 

There  are  two  cases  active  from  1987;  one  physician  has  im- 
proved sufficiently  to  resume  practice,  and  the  other  has 
regained  hospital  privileges. 

Of  activities  from  1988,  one  case  remains  active;  one  con- 
tinues in  therapy,  has  remained  compliant  with  the  prescribed 
regimen,  and  continues  to  do  well. 

Of  cases  which  originated  in  1989,  one  concerned  a 
physician-in-training,  and  was  referred  to  the  appropriate  par- 
ties. Another  was  referred  to  the  Board  of  Medical  Practice 
for  further  dealings,  and  recommendations  as  to  continued 
treatment  were  offered.  A third  concerned  a complaint 
received;  two  members  of  the  committee  met  with  the 
physician  to  apprise  that  physician  of  the  complaint;  no 
further  complaints  have  been  received. 

A fourth  physician  is  undergoing  treatment  and  continues 
to  be  followed.  Other  cases  are  not  presently  active. 

Concerning  the  general  activity  of  the  committee,  the  fre- 
quency of  meetings  has  been  increased  to  every  other  month, 
with  some  meetings  to  be  held  in  Dover  to  accommodate 
members  from  Kent  and  Sussex  Counties. 

The  scope  of  the  committee  has  trended  toward  a proactive 
stance,  including  prevention,  early  intervention,  and  physi- 
cian advocacy.  Toward  that  end,  the  Medical  and  Dental 
Societies  and  the  Delaware  Bar  Association  presented  a 
multidisciplinary  symposium  on  “Substance  Abuse;  The  Im- 
paired Professional”  on  September  22, 1989,  at  the  Radisson 
Hotel  in  Wilmington.  The  symposium  was  attended  by  ap- 
proximately 125  registrants  and  was  well  received. 

Dr.  Carol  Tavani  and  Dr.  Robert  Hunt  attended  the  AMA 
Conference  on  Impaired  Health  Professionals  in  Chicago  and 
summarized  the  proceedings  to  the  committee. 

At  one  session,  the  Medical  Society’s  legal  counsel,  Mr.  Vic- 
tor Battaglia,  was  an  invited  guest  and  answered  questions 
concerning  the  committee’s  scope,  liability,  limitations  and 
other  issues. 

A Charter  for  the  committee  is  presently  being  finalized  and 
will  be  presented  to  the  Board  for  review. 


A nuking  center  so  nice, 
he  still  calls  it  Grandmals  house. 


Living  in  a nursing  center  should  he  just  as  nice  as  living 
in  vour  own  home.  And  that's  why  Leader  Nursing  Centers 
are  dedicated  to  giving  people  the  same  quality  of  life  they’ve 
always  enjoyed. 

But  it's  not  just  the  warm,  relaxed  surroundings  that 
make  Leader  so  special.  It’s  the  attitude  which  flourishes  in  such 
a pleasant  environment.  Our  residents  develop  a more  positive 
oudook.  And  this,  paired  with  the  best  nursing 
care  available,  can  shorten  recovery  time. 

Visit  a Leader  Nursing  Center  soon. 

It’s  a place  so  special  even  a child 
can  see  the  difference. 


ER 

NURSING  AND  REHABILITATION  CENTER 


700  Foulk  Road  • Wilmington,  Delaware  19803  • (302)  764—0181 

c 1983  Manor  Health  Care  Corp. 


(The  report  was  filed  with  recognition  of  the  changes  in  physi- 
cian peer  review  and  credentialing  mandated  by  the  Health 
Quality  Improvement  Act  of  1986,  and  with  special  commen- 
dation to  the  committee  and  its  chairperson,  Dr.  Tavani.) 


Prison  Health  Care  Committee 

The  Prison  Health  Committee  of  the  Medical  Society  of 
Delaware  met  only  once  thus  far  in  1989,  on  September  11, 
1989,  at  the  Delaware  Academy  of  Medicine.  We  have  had  to 
deal  with  several  ongoing  issues.  The  first  is  various  and  sun- 
dry patient  grievances,  which  have  come  to  our  attention. 
Each  of  these  grievances  has  been  discussed  with  the  Medical 
Director  for  Correctional  Medical  Services  and  has  been 
resolved  to  the  satisfaction  of  the  committee.  We  have  also 
entertained  discussion  concerning  the  care  and  follow-up 
rendered  to  patients  seen  at  the  Kent  General  Hospital.  The 
issues  involved  here  were  discussed  at  some  length  and  also 
discussed  with  the  Medical  Director  of  Correctional  Medical 
Services,  and  we  feel  as  though  resolution  has  been  achieved 
or  will  be  achieved,  in  the  near  future. 


The  possibility  of  implementing  a stress  support  group  for 
members  undergoing  litigation  is  being  discussed. 

One  activity  which  hopefully  will  be  implemented  in  1990 
is  a periodic  regional  meeting  of  chairmen  of  Physicians’ 
Health  Committees  among  neighboring  states. 

Carol  A.  Tavani,  M.D. 

Chairman 


A third  problem  is  that  of  inadequate  obstetrical  and 
gynecological  care  for  women  prisoners  in  the  state.  Currently, 
there  are  no  physicians  who  are  willing  to  undertake  this 
responsibility,  despite  the  fact  that  there  are  currently  several 
patients  at  the  women’s  correctional  center  who  are  pregnant 
and  will  be  delivering  in  the  next  few  months.  We  would  make 
an  appeal  to  the  obstetricians  in  our  Society  to  please 
volunteer  to  care  for  these  unfortunate  individuals. 
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Last  year,  we  were  in  negotiations  with  the  Medical  Center 
of  Delaware  to  undertake  routine  care  of  prison  inmates.  They 
have,  by  staff  council  action  on  December  5, 1988,  upheld  the 
administration’s  objection  to  routinely  accepting  prisoners  for 
health  care.  They  have  agreed  to  care  for  prisoners  whose  care 
could  not  be  rendered  elsewhere.  This  could  include:  cardiac 
catheterization,  coronary  artery  bypass  surgery,  or  certain 
types  of  neurosurgical  procedures.  It  is  my  understanding  that 
several  of  these  patients  have  been  cared  for  in  this  regard 
in  the  past  year. 

Thank  you  once  again  for  the  privilege  of  chairing  this  com- 
mittee and  a hearty  thank  you  to  the  members  of  the  com- 
mittee for  their  time  and  concerted  effort  along  these  lines. 

Dennis  R.  Witmer,  M.D. 

Chairman 

(The  report  was  adopted  with  the  recommendation  that  Cor- 
rectional Medical  Systems,  the  organization  responsible  for 
medical  care  in  the  prisons,  make  an  accounting  as  to  why 
adequate  obstetrical  and  gynecological  care  is  not  available 
for  women' prisoners  in  the  state.) 

School  Health  Committee 

The  Physicians  Speakers’  Bureau  of  the  School  Health  Com- 
mittee addressed  1,100  teachers  and  other  staff  members  of 
the  Colonial  School  District  on  August  31,  1989.  Following 
the  didactic  session,  we  broke  the  large  group  into  35  smaller 
groups,  e^ch  headed  by  a physician.  There  was  active  discus- 
sion in  each  of  these  question  and  answer  groups. 

Individual  members  of  the  Speakers’  Bureau  have  addressed 
another  1,500  students  and  600  teachers  at  other  sites  on 
other  occasions  during  the  past  year.  Invitations  have  been 
extended  to  the  Speakers’  Bureau  to  hold  AIDS  education  pro- 
grams in  Dover  and  Smyrna  in  February  of  1990. 

As  chairman  of  this  committee,  I wish  personally  to  thank 
every  member  of  the  Speakers'  Bureau  for  his/her  enthusiastic 
participation  in  these  programs.  Our  willingness  to  donate 
our  time  to  this  cause  is  helping  to  convince  the  legislature 
to  appropriate  the  necessary  funds  for  such  items  as  asymp- 
tomatic HIV  positive  patient  clinics  in  each  of  the  counties 
and  another  symptomatic  clinic  for  lower  Delaware. 

Diana  Dickson-Witmer,  M.D. 

Chairman 

(The  report  was  Filed  with  a commendation  for  the  excellent 
work  done  by  the  chairman  and  her  committee.) 

Specialty  Societies  Committee 

Representatives  of  the  specialties  were  invited  to  submit 
reports  for  inclusion  in  the  House  of  Delegates  handbook.  The 
Medical  Society  of  Delaware  is  interested  in  knowing  about 
any  special  interests  or  concerns  that  come  to  the  attention 
of  the  various  specialty  groups. 


The  reports  that  were  submitted  follow. 

Henri  F.  Wendel,  M.D. 

Chairman 

(The  reports  that  follow  were  filed.  In  the  instance  of  the 
Radiology  Society  Report,  the  recommendation  was  made  that 
the  Radiologic  Society  take  a leading  role  in  developing  in- 
novative ways  of  involving  indigents  to  avail  themselves  of 
mammography  services  and  to  attempt  to  come  to  some 
mechanism  that  would  decrease  the  cost  of  service  to  this  par- 
ticular group  of  people.) 


Delaware  Allergy  Society 

I am  writing  to  you  in  regard  to  the  Delaware  Allergy  Society. 
The  Delaware  Allergy  Society  is  no  longer  active.  We  have  not 
held  meetings  for  several  years.  Therefore,  we  are  unable  to 
give  you  any  input  into  any  special  problems  or  concerns  of 
the  allergists  as  a group. 

Richard  F.  Brams,  M.D. 

President 

Delaware  Academy  of  Dermatology 

The  Delaware  Academy  of  Dermatology  held  its  last 
meeting  in  May  of  1989  at  which  time  Dr.  Donald  Schetman 
was  elected  President,  Dr.  Marguerite  Thew  was  elected  Vice- 
President,  and  Dr.  Fanny  Berg,  Secretary-Treasurer. 

A persistent  problem  which  we  have  faced,  which  I do  not 
believe  is  unique  to  our  specialty,  is  the  difficulty  in  dealing 
with  Medicare  and  Medicaid.  It  is  hard  for  all  of  us  to  keep 
up  with  the  never-ending  multiple  rules  and  regulations 
which  are  constantly  being  put  forth  by  the  government  in 
regard  to  these  two  third-party  insurers. 

In  the  Spring  of  1989,  the  dermatologists  of  New  Castle 
County  took  part  in  a skin  cancer  screening  program  which 
was  held  at  the  Wilmington  Medical  Center.  In  the  previous 
two  years,  this  screening  program  attracted  a considerable 
number  of  patients  desiring  examination.  This  year,  it  was 
a fiasco  inasmuch  as  I don’t  think  we  saw  more  than  five  peo- 
ple during  an  entire  morning  and  early  afternoon.  The  prob- 
lem was  obviously  one  of  publicity  or  the  lack  thereof.  In 
previous  years,  we  had  TV  coverage  as  well  as  publicity  in  the 
local  newspapers.  This  year,  there  was  relatively  little  public 
information  about  this  cancer  screening,  and  consequently 
very  few  people  attended  the  clinic  Whether  this  program  will 
be  continued  in  the  future  will  depend  upon  the  publicity  such 
an  event  can  be  given  via  such  channels  as  the  American 
Cancer  Society  and  the  American  Academy  of  Dermatology. 

Donald  Schetman,  M.D. 

President 
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Delaware  Radiologic  Society 


Dr.  Ronald  Clearfield,  a member  of  the  Council  Steering 
Committee  of  the  American  College  of  Radiology,  addressed 
a business  meeting  of  the  Delaware  Radiologic  Society  on  May  4, 
1989,  in  Dover.  Two  members  of  the  Society,  Dr.  Ekkehard 
Schubert  and  Dr.  Leonard  Rosenbaum,  became  Fellows  of  the 
ACR  at  the  annual  meeting  in  Seattle,  Washington,  in 
September  1989,  and  on  October  26, 1989,  a scientific  meeting 
will  be  held  in  Wilmington  with  Dr.  Jerald  Wolf  of  the  Univer- 
sity of  Pittsburgh  as  the  featured  speaker. 


Delaware  radiologists  have  many  concerns.  A nationwide 
shortage  of  imaging  technologists  has  been  felt  locally 
although  we  have  not  yet  been  affected  by  a similar  scant 
supply  of  diagnostic  radiologists.  After  many  problems  a 
relative  value  scale  (RVS)  for  reimbursement  of  radiologic  ser- 
vices for  Medicare  patients  developed  by  HCFA  and  the  ACR 
was  implemented  in  April  1989.  A conversion  factor  of  13.69 
to  be  applied  to  the  RVS  was  calculated  for  Delaware,  a figure 
slightly  above  the  national  average  (range  7.58  to  18.0).  It  is 
hoped  that  this  RVS  will  be  kept  in  place  and  that  other 
specialty  societies  will  develop  similar  scales  as  proposed  by 
Rep.  Henry  Waxman  (D-Calif.)  as  opposed  to  Rep.  Forney 
Stark’s  (D-Calif.)  plan  to  develop  a resource-based  RVS,  a 
modification  of  the  Hsiao  study,  which  would  have  a much 
more  dramatic  effect  on  the  way  physicians  are  paid. 


Most  radiologists  in  Delaware  back  the  American  College 
of  Radiology’s  policy  which  favors  prohibiting  self-referrals 
by  physicians  with  a direct  or  indirect  financial  interest  in 
diagnostic  or  therapeutic  facilities,  a position  which  received 
unanimous  support  by  leaders  of  38  radiologic  societies  at  a 
Summit  meeting  in  Park  City,  Utah,  in  September  1989. 


Turf  battles  with  other  departments  continue  to  concern 
hospital-based  radiologists.  Radiologists  nationwide  have  lost 
ground  to  non-radiologists  in  the  areas  of  coronary 
arteriography,  cardiovascular  nuclear  medicine,  diagnostic 
ultrasound,  with  the  substitution  of  endoscopy  for  barium 
studies,  and  with  the  radiation  therapist’s  loss  of  identity  as 
a clinical  oncologist.  Areas  where  radiologists  have  gained 
influence  are  in  interventional  procedures,  mammography, 
neuroradiology,  non-coronary  angiography  and  body  MR  and 
CT. 


Other  major  issues  confronting  Delaware  radiologists  are 
the  development  of  clinical  standards  in  patient  care,  re- 
certification and  re-credentialing  of  radiologists  and  the 
limited  vs.  universal  use  of  non-ionic  contrast  agents  which 
have  been  shown  to  be  six  times  safer  but  ten  times  more  ex- 
pensive than  the  ionic  agents. 


Leonard  Rosenbaum,  M.D. 

President 


COMMITMENT 
WITH  COMPASSION 
...  That’s  Tilton  Terrace 

When  you  refer  your  acute  or 
chronically  ill  patients  to  Tilton 
Terrace  for  skilled  nursing  home 
care,  you  may  be  assured  that 
the  care  will  be  of  the  highest 
quality.  Call  302/652-3861  to 
expedite  admission. 


801  N.  Broom  Street 
Wilmington.  Delaware  19806 


Delaware  Society  of  Orthopaedic  Surgeons 

The  Orthopaedic  Society  shares  similar  concerns  with  the 
other  societies.  We  continue  to  be  concerned  about  the 
malpractice  situation  and  hope  that  this  problem  will  some- 
day be  solved.  We  are  monitoring  what  is  happening  in  the 
Delaware  legislature.  Legislation  of  particular  concern  to  the 
Orthopaedic  Society  is  that  aimed  at  allowing  physical 
therapists  to  treat  patients  without  physician  referrals. 

Certificate  in  Added  Qualification  examinations  are  becom- 
ing a reality.  The  C.A.Q.S.H.,  Certificate  and  Added  Qualifica- 
tion in  Surgery  of  the  Hand  examination,  was  given  in  the 
early  part  of  this  year  and  it  appears  that  similar  examina- 
tions may  make  their  appearance  in  pediatric  orthopaedics, 
hip  orthopaedics,  and  arthroscopy. 

The  annual  meeting  of  the  Orthopaedic  Society  will  be  held 
on  Friday,  November  10,  1989. 

Errol  Ger,  M.D. 

President 

Delaware  Academy  of  Ophthalmology 

The  Delaware  Academy  of  Ophthalmology  has  as  its  main 
focus  opposing  efforts  by  optometrists  to  gain  the  right  to 
prescribe  therapeutic  medicines.  This  legislation  was  in- 
troduced in  the  Senate  last  year.  The  bill  is  now  in  the  Sunset 
Committee  of  the  House  of  Representatives.  Representative 
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Steven  Amick,  who  chairs  this  committee,  held  a public  hear- 
ing on  October  3.  1989,  at  7:00  p.m.  in  the  Carvel  Office 
Building.  We  appreciate  the  continued  support  of  the  Medical 
Society  of  Delaware  with  our  efforts  to  defeat  this  bill. 

Benjamin  F.  Vilbert,  M.D. 

President 

Delaware  Chapter,  American  College  of  Cardiology 

The  American  College  of  Cardiology  is  a major  specialty 
society  representing  physicians  primarily  involved  in 
diagnosis  and  treatment  of  cardiovascular  disease.  The  Col- 
lege’s mission  to  maintain  and  improve  the  care  of  patients 
with  cardiovasculardisease  is  served  by  providing  a variety 
of  continuing  medical  educational  programs  and  by  taking 
steps  to  prevent  the  restriction  by  outside  influences  of  ap- 
propriate growth  of  the  profession  among  the  patients  it 
serves.  This  increasingly  takes  the  form  of  active  legislative 
monitoring  and  lobbying. 

Locally,  the  involvement  of  the  American  College  of  Car- 
diology increases  as  the  number  of  physicians  specializing  in 
cardiovascular  diseases  increases  in  the  community. 

Michael  E.  Stillabower,  M.D. 

President 

Delaware  Chapter, 

The  American  College  of  Obstetricians  and  Gynecologists 

In  the  state  of  Delaware  during  the  last  year,  nothing  very 
major  has  occurred.  The  main  issue  that  concerns  all  doctors 
is  the  malpractice  issue.  Nothing  very  new  has  occurred  in 
this  area. 

Dr.  William  G.  Slate  has  announced  his  retirement  as  of 
February  1990  as  departmental  head  of  obstetrics  and 
gynecology  at  the  Medical  Center  of  Delaware.  A search  com- 
mittee is  presently  being  appointed  to  replace  him. 

The  one  issue  that  will  be  coming  up  in  the  near  future  for 
the  state  involves  the  abortion  issue.  Apparently  this,  as  a 
result  of  the  recent  Supreme  Court  decision,  may  lead  to  more 
state  involvement.  What  will  happen  at  this  point  is 
unknown. 

John  C.  Carlson,  DO. 

President 

Delaware  Urological  Society 

On  September  1, 198<i  the  Delaware  Urological  Society  was 
officially  born  in  Dover,  Delaware.  The  Society  has  been  very 
active  from  its  inception  with  positive  agendas  on  various  proj- 
ects. The  membership  has  grown  dramatically  after  Dover’s 
meeting  and  now  includes  all  Urologists  in  the  state  of 
Delaware  including  those  at  the  Alfred  I.  du  Pont  Institute 
and  the  VA  Medical  Center  and  some  Urologists  from  out  of 
state.  The  Society’s  agenda  has  been  formulated  as  follows: 


1 ) Education:  The  primary  mission  of  the  Society  has  always 
been  to  upgrade  the  knowledge  of  the  Urologists  and  to  stay 
with  current  and  midstream  pract  ices  of  medicine.  This  has 
been  accomplished  by  a variety  of  avenues  such  as: 

a)  Yearly  scientific  and  academic-  conventions.  The  last 
Delaware  Urological  Society  Convention  was  held  in 
Rehoboth  Beach  (September  1988).  Most  Urologists  within 
the  state  and  some  from  out  of  state  participated  with  full  j 
capacities.  This  meeting  accredited  a total  of  ten  credit  hours 
in  Category  I of  thePhysician’s  Recognition  Award. 

b)  Two-hour  bi-weekly  Urological  meetings  accredited  for 
two  hours  in  Category  I are  presently  being  held  at  the 
Medical  Center  of  Delaware,  Christiana  Hospital.  The  agenda 
for  the  meeting  is  comprehensive  and  includes  the  participa- 
tion of  distinguished  and  eminent  guest  speakers  from  out  1 
of  state.  All  physicians  are  invited  to  attend  these  meetings 
and  are  eligible  to  receive  credit. 

2 ) The  annual  Ferris  Memorial  is  usually  held  in  spring  in 
conjunction  with  Pediatricians  at  the  Medical  Center  of 
Delaware. 

3)  National  Medicopolitical  Activities:  Delaware  Urological 
Society  has  been  very  active  in  socioeconomics  forum  which 
is  sponsored  by  AUA  and  meets  annually  with  House  and 
Senate  Subcommittee  on  health  care  for  Urological  Reim- 
bursement which  is  usually  held  in  Washington,  D.C.  Due  to 
active  campaigning  of  Urologists,  the  fee  for  service  by  ! 
Urologists  has  not  altered  substantially.  Also,  at  the  present 
time  a survey  is  being  conducted  on  three  specialties  for  future 
medical  costs.  These  specialties  are  Internal  Medicine, 
Rheumatology  and  Urology.  The  AUA  has  chosen  the  RAND 
Plans  to  conduct  the  survey  and  to  create  a practical  guide- 
line. Delaware  LTrological  Society  will  invoke  participation 
in  this  comprehensive  study.  The  RAND  Plan  will  be  based  . 
for  future  fee-for-service  reimbursement  which  the  Congress  ; 
will  enact  this  coming  fall. 

4)  State-of-the-Art  Medical  Technology:  At  the  last  Delaware  ; 
Urological  Society  meeting  an  ad  hoc  committee  was  formed 
to  look  into  acquiring  the  new  Extracorporeal  Lithotripsy 
for  Delaware  so  that  the  Delaware  patient  does  not  have  to  ! 
travel  to  out  of  state  to  receive  this  kind  of  treatment. 

5)  State  Medical  Society  Membership:  The  issue  was 
debated  in  detail  in  the  last  Delaware  Urological  Convention  j 
and  the  opinion  was  officially  submitted  to  the  office  of  Presi- 
dent of  the  State  Medical  Society. 

Alex  M.  Raney,  M.D.  . 

Executive  Director 

Delaware  Chapter,  American  College  of  Physicians 

I am  pleased  to  report  that  the  local  College  of  Physicians 
Chapter  has  increased  its  membership  significantly  in  the 
past  14  months  and  at  the  present  time  has  enrolled  virtually 
all  of  the  medical  residents  at  the  Medical  Center  of 
Delaware  as  Associate  Members  of  the  College.  In  addition, 
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we  held  an  annual  meeting  in  May  of  1989  and  plan  to  be  back 
on  schedule  with  an  annual  meeting  of  the  local  chapter  at 
least  once  a year.  We  are  anxious  to  solidify  our  association 
with  the  American  Society  of  Internal  Medicine  and  become 
more  active  in  public  health  and  political  issues  in  the  state 
of  Delaware. 

At  the  present  time  there  are  no  special  issues  or  concerns 
that  have  come  to  the  attention  of  our  specialty  group. 

William  J.  Holloway,  M.D. 

Governor  for  Delaware 

American  College  of  Emergency  Physicians,  Delaware  Chapter 

The  Delaware  Chapter  of  the  American  College  of 
Emergency  Physicians  (Del  ACEP)  has  been  quite  active  over 
the  past  year.  Our  primary  area  of  concern  has  been  pre- 
hospital emergency  medical  services  involving  both  basic  life 
support  and  advanced  life  support. 

Del  ACEP  has  been  working  for  several  years  to  attempt 
to  encourage  the  Delaware  State  Fire  School,  which  is  the  of- 
ficial licensing  and  educating  agency  for  all  pre-hospital  basic 
life  support  providers  throughout  the  state  of  Delaware,  to  in- 
crease the  quality  of  its  education  to  develop  a quality  con- 
tinuing education  program  and  to  develop  some  sort  of  quality 
assurance/feedback  program.  We  have  had  some  limited  suc- 
cess in  that  now,  the  Delaware  State  Fire  School  does  offer 
an  expanded  curriculum,  although  this  remains  voluntary 
and  builds  upon  the  basic  educational  program  which  we  feel 
is  less  than  adequate.  In  contrast  to  the  vast  majority  of  other 
states,  which  require  the  national  standard  NREMT  cur- 
riculum as  the  minimum  requirement  to  provide  basic  life 
support,  the  Delaware  State  Fire  School  requires  a mere 
45-hour  course  for  certification  as  an  ambulance  attendant. 
The  Department  of  Transportation  and  the  national  standard 
NREMT  course  both  recommend  the  equivalent  of  an  NREMT 
or  higher  as  an  instructor  for  all  of  the  basic  life  support 
courses.  The  Delaware  State  Fire  School  does  not  have  this 
requirement,  and  many  of  its  instructors  are  trained  well 
below  that  of  the  national  standard.  In  addition,  the  con- 
tinuing education  provided  by  the  State  Fire  School  is  far  less 
than  adequate  and  there  is  absolutely  no  quality 
assurance/feedback  program  available  at  this  time.  We  are  at- 
tempting to  influence  the  Delaware  State  Fire  School  in  such 
a manner  that  they  will  begin  to  develop  a quality 
assurance/feedback  program;  however,  at  this  time  little  pro- 
gress has  been  made. 

Del  ACEP  is  convinced  that  a statewide  paramedic  service 
is  sorely  needed.  We  have  been  working  diligently  to  try  to 
convince  the  public,  the  legislators  and  the  governor  that  a 
quality  statewide  paramedic  service  is  a necessity,  and  many 
of  the  members  of  Del  ACEP  have  been  involved  in  public 
forums  and  legislative  sessions.  Del  ACEP  strongly  supports 
Senate  Substitute  1 for  Senate  Bill  1 as  the  bill  that  would 
provide  a quality  statewide  paramedic  service.  Despite  our 
support  for  SSI  and  the  support  of  every  other  agency  involved 
in  in-hospital  and  pre-hospital  emergency  medical  services, 
with  the  exception  of  the  Delaware  State  Fire  Prevention 


Urologist 
Private  Practice 
Opportunity 

Excellent  opportunity  for  a Board 
Eligible/Board  Certified  Urologist  to 
join  a busy  private  group  practice  in 
the  Mid-Atlantic  region.  The  practice 
serves  a growing  community 
supported  by  a 500+  bed  tertiary-care 
hospital.  The  contemporary  office 
setting,  located  just  5 minutes  from 
the  hospital,  is  part  of  a newly  built 
medical  center  and  provides  a suppor- 
tive medical  and  administrative  staff. 
Salary  plus  percentage  compensation 
arrangement. 

Send  CV  to: 

SMJAM 

711  South  Blvd 

Oak  Park,  IL  60302 


Commission,  the  bill  remains  passed  by  the  Senate  but  still 
not  voted  upon  by  the  House. 

During  the  upcoming  year,  Del  ACEP  will  continue  to  un- 
dauntingly  fight  for  a quality  statewide  paramedic  service 
to  be  adopted  as  soon  as  possible.  Hopefully  in  next  year’s 
report  we  will  be  able  to  announce  the  adoption  of  a statewide 
paramedic  program. 

Daniel  R.  Wehner,  M.D. 

President 

Delaware  Society  of  Nuclear  Medicine 

The  Delaware  Society  of  Nuclear  Medicine  has  been  con- 
cerned about  the  availability  of  qualified  nuclear  medicine 
technologists  in  the  state.  We  have  urged  support  of  educa- 
tional programs  and  are  pleased  to  note  that  Delaware 
Technical  and  Community  College  has  chosen  to  continue 
their  training  program  for  nuclear  medicine  technologists. 
This  should  help  us  deal  with  the  national  shortage  of 
qualified  nuclear  medicine  technologists. 

Delaware  is  one  of  the  Appalachian  Compact  States  develop- 
ing a regional  program  for  low-level  radioactive  waste 
disposal.  Current  plans  call  for  the  location  of  the  disposal 
site  to  be  in  Pennsylvania.  Provision  for  low-level  radioactive 
waste  is  a key  factor  in  guaranteeing  that  radioisotopes  will 
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be  available  for  medical  use.  The  Delaware  Society  of  Nuclear 
Medicine  supports  efforts  to  solve  these  problems  on  a regional 
basis. 

H.  Theodore  Harcke,  M.D. 

President 

Delaware  Association  of  Neurological  Surgeons 

As  we  enter  the  1989-1990  year  and  continue  the  medical 
age  of  adversity,  five  major  concerns  are  raised  by  the  member- 
ship of  the  Delaware  Association  of  Neurosurgeons  which  are 
summarized  below.  The  major  issues  concerning  the  member- 
ship at  this  time  are  also  the  issues  which  should  be  of  great 
concern  to  other  members  of  the  medical  community. 

1 Medical/Legal  - This  specter  is  paramount  in  treating 
daily  pressures  in  living  in  the  neurosurgical  goldfish  bowl. 
Here  the  neurosurgeon  is  constantly  faced,  during  the  course 
of  every  professional  activity,  with  the  problem  of  ( 1 ) Failure 
to  diagnose;  and  (2)  Failure  to  treat  according  to  community 
standards.  In  either  case,  lawsuits  may  result. 

We  therefore  need  to  work  in  concert  with  the  Medical 
Society  and  the  special  committees  to  help  provide  relief  from 
this  trend  that  has  been  growing  for  the  past  25  years.  Arbitra- 
tion still  seems  to  be  the  avenue  for  recommendation  for  the 
solution  of  the  problem.  A ceiling  on  "pain  and  suffering” 
awards  and  better  documented  communications  with  patients 
is  also  recommended  but  these  solutions  remain  challenged. 

2 The  Documentation  Syndrome  has  become  a massive 
paper  burden  wasteful  of  effort  and  adding  to  needless  cost. 
The  daily  requirement  of  recording  every  action,  every  discus- 
sion and  every  concern  now  produces  a volume  of  overflow 
paper  that  has  to  be  stored  in  off-premise  facilities,  not  to  men- 
tion the  time  and  contracted  costs  for  retrieval  of  these 
documents.  The  bureaucratic  intrusion  trend  must  be  stopped. 
The  cost  of  administering  medical  services  now  rivals  the  cost 
of  the  actual  medical  service  provided!  We  are  providing 
documentation  for  whom? 

3.  The  reimbursement  process  in  the  past  followed  the  rules 
of  Reasonable  and  Necessary  Principle  and  Usual  and 
Customary  Fee  Schedules;  these  have  been  eroded  daily,  on 
a case  by  case  basis,  by  withholding  payment  and  question- 
ing these  programs.  The  economic  decision-making  is  con- 
ducted by  persons  with  less  than  acceptable  medical  creden- 
tials and  no  medical  responsibility  for  their  decision-making. 
The  new  policies  are  now  virtually  part  of  the  medical 
management  process  and  must  be  held  accountable  if  the 
determination  of  the  patient’s  worsening  or  prolongation  of 
their  disease  or  injury  conditions  is  due  to  a hold-up  of 
medically  necessary  diagnosis  and  treatment  by  the  claims 
adjuster  and  others  participating  in  that  decision-making 
process.  The  efficient  collective  power  of  the  third-party 
carriers  is  felt  daily  with  no  allowance  for  humanitarian 
concerns.  We  would  propose  a Medical  Society  Reimbursement 
Committee  and  ombudsman  service  for  the  practicing 
physicians  to  improve  lines  of  communication. 


4.  Public  Relations.  We  need  an  active  program  to  help  pre- 
vent further  erosion  of  the  credibility  in  the  public  trust  of 
those  performing  daily  interrupted  services  involved  in  both 
life-threatening  and  elective  procedures.  It  appears  that  the 
negative  press  issues  are  emphasized  constantly,  but  never 
the  daily  positives.  The  neurosurgeon  membership  is  not  only 
disappointed  in  this  outcome,  but  now  has  been  literally 
“turned  off”  by  the  media  and  a breakdown  in  otherwise 
positive  relationships  that  have  existed  in  the  past  which 
provided  special  human  interest  stories. 

5 Rising  costs.  These  concerns  are  shared  by  everyone. 
Maintaining  the  complex  capability  to  provide  "good  medical 
services,”  to  have  well-trained  staffs,  and  to  provide  the  “best 
of  medical  care”  which  everyone  is  so  desirous  of,  is  no  longer 
a possibility.  It  is  a form  of  schizophrenic  thinking  when  it 
is  felt  that  the  patient  can  have  the  best  for  less. 

We  all  have  to  be  cost  conscious  in  providing  medical 
services  and  avoid  over-utilization  of  services,  overcharging 
and  over  interpretation  of  tests  on  a voluntary  basis.  Those 
providing  medical  services  who  do  not  conform  should  be 
sanctioned  by  a fair  review  process. 

In  summary,  these  issues  collectively  accelerate  the  chang- 
ing times  of  medical  practice  in  neurological  surgery,  which 
by  its  nature  is  at  higher  risk  than  most  other  specialties.  The 
undesirable  trends  have  now  spilled  over  to  our  colleagues  in 
orthopedics,  anesthesiology  and  obstetrics  over  the  past  two 
years,  but  this  process  is  rapidly  accelerating.  The  net  effect 
of  these  and  other  factors  is  producing  a dismantling  of  the 
finest  health  care  delivery  system  in  the  world,  now  causing 
the  experienced  neurosurgeon  to  become  more  selective  in  ac- 
cepting patients  and  definitely  producing  a change  of  harden- 
ing attitudes  in  this  age  of  adversity  - as  we  enter  the  21st 
century.  We  follow  the  principle  of  Primum  Non  Nocere,  but 
are  others  who  are  participating  in  providing  health  care  deci- 
sions able  to  honestly  say  the  same? 

We  pledge  continued  support  to  the  Medical  Society,  which 
collectively  provides  leadership  in  this  decade  of  adversity. 
A careful  balance  is  needed  between  the  physician  responsi- 
ble for  providing  patient  care  and  those  who  would  control  it 
through  bureaucratic  and  economic  cost  containment,  which 
is  rationing  health  care. 

The  Delaware  Association  of  Neurological  Surgeons 
unanimously  resolves  to: 

1 . Support  the  Medical  Society  of  Delaware  in  its  efforts  to 
improve  the  practice  of  medicine. 

2.  Support  professional  and  public  education  in  head  and 
spinal  injury  prevention. 

3.  Support  legislative  efforts  to  pass  the  seat  belt  law. 

4.  Support  assertive  efforts  to  restore  better  patient  care  and 
prevent  further  intrusions  of  medical  practice  due  to 
bureaucratic  and  cost  containment  programs. 
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Pierre  L.  LeRoy,  M.D 
President 


Delaware  College  of  Occupational  Medicine 

The  Delaware  College  of  Occupational  Medicine  continues 
to  meet  four  times  a year  for  dinner  and  scientific  seminars 
which  may  range  from  a discussion  of  a specific  occupational 
illness  such  as  asbestosis  to  a general  consideration  of  the 
ethics  of  AIDS  testing.  All  interested  physicians  are  invited 
to  attend. 


Donald  C.  Cameron,  M.D. 

President 


Psychiatric  Society  of  Delaware 

The  members  of  the  Psychiatric  Society  are  extremely  preoc- 
cupied with  the  unfair  and  biased  economic  attack  on 
psychiatrists  and  their  patients  by  third-party  payors  of  all 
types.  Patients  with  severe  mental  illnesses  - major  depressive 
disorders,  schizophrenia,  suicidal  patients,  children  and 
adolescents  with  a variety  of  serious  disorders,  including  drug 
and  alcohol  abuse  - are  routinely  denied  adequate  in-patient 
and  out-patient  therapy.  Days  in-hospital  are  arbitrarily 
shortened  by  reviewers  on  the  telephone  who  are  not 
physicians,  have  never  seen  the  patient,  and  refuse  to  send 
a qualified  psychiatrist  to  render  a second  opinion.  Judgments 
made  by  psychiatrists  in  emergency  situations  are  routinely 
over-ridden  by  these  people,  with  no  recourse  for  the 
examining  physician. 

Patients  are  treated  in  this  shoddy  manner,  I believe, 
because  they  are  seen  as  the  most  vulnerable  group  of  those 
with  insurance,  and  thus  unable  to  defend  themselves.  There 
has  been  an  increase  of  utilization  of  psychiatrists  services 
because  the  need  is  there  and  people  are  finally  willing  to 
overcome  the  stigma  of  mental  illness  and  come  forward  for 
treatment,  but  they  and  their  physicians  are  being  treated 
by  insurance  companies  as  if  they  were  malingerers  who  are 
trying  to  get  something  they  don’t  deserve.  In  our  experience, 
it  is  only  those  who  are  truly  suffering  with  very  real 
psychiatric  illnesses  who  step  forward  for  treatment. 

This  situation  is  becoming  worse  year  by  year,  and  we  must 
rely  on  organized  medicine  to  recognize  the  problem  and  help 
in  resolving  it. 


Ashley  J.  Angert,  D.O. 

President 


The  Delaware  Academy  of  Family  Physicians 


‘Doctor,  I feel 
helpless  and 
useless  ever  since 
my  accident.9 


What  can  you  do  for  patients  trying  to 
reach  their  full  potential  after  an  injury 
or  illness?  You  can  refer  your  patients 
to  the  Delaware  Curative  Workshop, 
an  accredited  comprehensive  out- 
patient therapy  and  rehabilitation 
center  for  children  and  adults. 


♦DELAWARE 
CLRATIVE 

Y WORKSHOP 

(302)  656-2521  • 1 600  Washington  Street"  Wilmington,  DE  19802 


The  annual  meeting  brings  together  over  80  Delaware 
family  physicians  for  discussions  and  education. 

This  year  the  Academy  developed  a fellowship  honoring  Doc- 
tors David  and  Ethel  Platt.  This  fellowship  was  developed  to 
increase  interest  in  Primary  Care  Medicine  for  the  first  and 
second  year  medical  students.  The  seed  money  came  from  the 
Delaware  Academy  of  Family  Physicians,  and  solicitations 
will  follow.  The  Academy  is  hoping  to  support  two  students 
on  a regular  basis  and  has  recently  solicited  applications  from 
over  25  medical  schools. 

During  the  past  year  the  Academy  has  sponsored  anti- 
smoking billboards  through  Delaware  Doctors  Ought  Tb  Care. 

An  independent  survey  of  IPA/PPO  contracts  was  ac- 
complished for  the  membership.  During  the  past  year,  the 
Academy  also  published  its  first  newsletter. 

Nationally,  the  American  Academy  of  Family  Physicians  is 
working  on  RBRVS,  generic  drug  substitutions,  an  anti- 
smoking campaign  and  certificates  of  added  qualifications. 


The  Delaware  Academy  of  Family  Physicians  continues  to 
be  actively  involved  with  providing  high-quality  continuing 
medical  education  for  its  membership.  Both  the  Fall  and 
Winter  Courses  have  provided  an  excellent  opportunity  to  ob- 
tain the  40  hours  required  for  relicensure,  with  speakers  from 
the  greater  northeast. 


The  Academy  encourages  active  membership  participation 
and  welcomes  all  who  wish  to  attend. 

Rebecca  Jaffe,  M.D. 

President 
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REPORTS  OF  LIAISONS  AND  REPRESENTATIVES 


Advisory  Council  for  Cancer  Control 


The  Advisory  Council  for  Cancer  Control  of  the  Division  of 
Public  Health  approved  the  Cancer  Report  published  in 
December  1988  which  outined  findings  from  the  State  Tumor 
Registry,  with  a special  emphasis  from  1980-85.  This  has 
become  an  important  document  to  better  understand  the 
reason  why  Delaware  has  one  of  the  highest  death  rates  from 
cancer  in  the  United  States.  The  incidence  was  higher  for 
lung,  cervix,  melanoma,  colon,  esophagus  and  rectum  (in 
whites)  and  lower  for  breast,  prostate,  bladder,  uterus  and  pan- 
creas. Late  diagnosis  was  evident  in  lung,  breast,  cervix,  rec- 
tum and  prostate.  Poorer  survival  as  compared  to  national 
figures  was  shown  for  small  cell  lung  in  women,  lung  in 
blacks,  cervix  both  races,  uterus  in  blacks,  bladder  in  blacks, 
and  localized  rectal  in  whites.  Blacks  in  Delaware,  as 
nationally,  have  about  a 10%  higher  mortality  rate  from 
cancer.  It  was  concluded  that  most  of  the  increased  mortality 
could  be  related  to  smoking,  use  of  alcohol,  and  poor  nutrition. 
It  was  suggestd  that  earlier  detection  of  cancers  should  im- 
prove Delaware’s  mortality  figures.  The  report  was  not  able 
to  show  that  environmental  hazards  could  explain  the 
elevated  mortality  rates  from  cancer.  However,  the 
significance  of  environmental  hazards  cannot  be  denied, 
especially  that  of  radon  although  there  is  little  direct  evidence 
in  Delaware  that  radon  has  a significant  role  in  cancer 
mortality. 


Smoking  and  Health  in  Delaware,  published  in  July  1988, 
considered  the  costs  of  tobacco  use  in  the  state,  and  mortality 
data  was  published  by  the  states  new  Health  Statistic  Office 
in  the  spring  of  1989.  These  two  reports  supported  the  Cancer 
Report’s  emphasis  on  the  need  for  Delawareans  to  make  a 
bigger  effort  to  improve  their  cancer  survival  rates.  The  report 
from  CDC  in  August  of  1989,  which  feature  Delaware  as  the 
state  with  the  highest  mortality  from  breast  cancer  in  the 
country,  confirmed  that  need. 


The  Advisory  Council  for  Cancer  Control  has  supported  the 
development  of  a cancer  plan  for  the  state  which  sets  forth 
definite  goals  and  objectives  for  the  next  five  years.  This  is 
due  to  be  released  in  October  1989  and  will  need  the  full 
cooperation  of  the  physicians  in  order  to  achieve  its  objectives. 
An  ad  hoc  committee  of  the  Medical  Society  is  reviewing  one 
aspect  of  the  plan,  an  Early  Detection  Schedule.  The  Coun- 
cil has  also  approved  the  development  of  a widely  based  coali- 
tion to  reduce  the  use  of  tobacco  in  Delaware  and  for  an  ap- 
plication to  the  National  Cancer  Institute  for  a grant  to  im- 
prove the  use  of  current  data  sources  for  the  control  of  cancer 
in  Delaware. 


Leslie  W.  Whitney,  M.D. 
Member,  Advisory  Council 

(The  report  was  filed.) 
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American  Cancer  Society 

This  report  will  share  with  you  some  of  the  major  concerns 
of  the  ACS  in  the  hope  of  enlisting  the  help  of  the  members 
of  the  Medical  Society  of  Delaware  to  achieve  our  goals. 

On  top  of  the  agenda  is  the  well-publicized  fact  that  : 
Delaware  leads  the  nation  in  breast  cancer  mortality;  there  . 
is  not  a large  difference  between  Delaware  and  the  other 
states  in  the  top  10,  but  the  Fact  is  that  Delaware  is  the  leader,  i 

We  must  increase  our  efforts  to  inform  the  public  of  the 
benefits  and  low  risk  of  mammography.  A stronger  support  j 
of  mammography  by  the  medical  profession  is  needed  and, 
finally,  a joint  effort  of  the  Medical  Society  and  the  American 
Cancer  Society  might  bring  the  cost  of  screening  mam-  | 
mography  to  a level  where  it  can  be  used  as  a screening  tool 
of  the  population  at  risk.  Screening  is  at  present  seriously 
handicapped  by  the  cost  of  mammography. 

The  profession  should  be  shown  that  the  cost/benefit  ratio 
of  screening  vs.  late  diagnosis  favors  screening  by  far  and  this 
fact  alone  should  help  to  overcome  the  cost  barrier. 

Another  area  of  major  concern  is  the  availability  of 
diagnostic,  screening  and  treatment  services  for  the  1 
economically  disadvantaged  members  of  our  population.  As 
far  as  cancer  is  concerned,  study  after  study  shows  that  the 
outcome  of  treatment  for  the  same  stages  of  disease  is  worse 
for  the  poor  no  matter  what  race. 

The  Medical  Society  of  Delaware  is  in  a key  position  to  help 
the  efforts  of  the  American  Cancer  Society  to  lengthen  the 
reach  and  to  improve  the  medical  services  that  the  poor 
receive  at  present.  This  is  a problem  that  affects  all  of  us  and 
we  invite  your  help. 

The  anti-smoking  campaign  should  continue  and  be  inten- 
sified. We  believe  that  smoking-related  education  and  cam- 
paigns should  start  at  the  first  grade  level,  and  the  political 
support  of  the  Medical  Society  of  Delaware  will  be  needed  to 
bring  this  problem  to  the  attention  of  the  legislature  in  Dover.  I 

A program  to  bring  the  membership  up  to  date  with  the  pro- 
grams of  the  American  Cancer  Society  should  be  useful.  The 
combination  of  economic  strength,  level  of  education  and 
geographic  access  to  services  puts  Delaware  in  the  position 
of  dealing  with  all  these  problems  effectively. 

Ruben  A.  Teixido,  M.D. 

Liaison 

(The  report  was  filed.) 

Controlled  Substances  Advisory  Committee 

Quarterly  meetings  were  held  during  the  1988-89  year  by 
the  Controlled  Substances  Advisory  Committee.  Highlights 
of  the  year  follow. 

A proposed  anorectic  regulation  was  sought,  passed,  and 
enacted  by  the  Board  of  Medical  Practice. 
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Carol  Tavani,  M.D.,  chairman  of  the  Medical  Society  of 
Delaware’s  Physicians’  Health  Committee,  was  appointed  to 
the  committee. 

The  police  are  reporting  cocaine  as  the  street  drug  of  choice, 
with  methamphetamine  use  decreasing.  “Ecstacy,”  MADA  ap- 
pearing in  “Ecstacy”  Houses,  is  in  at  least  three  forms- 
amphetamine  like,  heroin-cocaine-LSD  mixture,  and 
quaalude-speed-PCP  mixture.  These  drugs  can  cause  a 
Parkinson-like  syndrome. 

The  Medical  Examiner’s  Office  gives  another  perspective, 
showing  two  years  ago  that  marijuana  was  found  in  40%  of 
specimens  tested,  with  cocaine-crack  in  only  8%.  However,  last 
year  marijuana  dropped  to  21.5%  with  cocaine-crack  being 
first,  in  38%  of  drug  specimens  tested. 

A concern  for  the  future  is  pressure  from  the  D.E.A.  to 
develop  prescriptions  in  triplicate.  Letters  to  the  State’s  Of- 
fice of  Narcotics  from  those  who  oppose  the  triplicate  form 
would  strengthen  our  state’s  argument  against  triplicate 
prescriptions. 

Dennis  Johnson,  Director  of  the  Regional  D.E.A.  Office,  em- 
phasized the  abuse  potential  and  profitability  of  Doriden 
(gluthethimide)  and  the  need  to  alert  all  physicians  and  phar- 
macists of  Delaware  to  the  harm  of  Doriden.  He  suggested  it 
be  placed  in  Schedule  II. 

Discussed  by  the  committee  was  the  possibility  of  a Tri-State 
Commission  to  aid  in  mutual  problems  and  predict  the  trends 
seen  in  the  states. 

Forgeries  are  still  a problem  (not  telephone  forgeries).  Alter- 
ing the  number  on  the  script  is  seen.  If  each  pract  itioner  wrote 
out  the  number  of  the  script,  it  would  serve  as  a deterrent. 

Rhoslyn  J.  Bishoff,  M.D. 

Liaison 

(The  report  was  filed.) 


Coordinating  Council  for  the 
Handicapped  Child  of  Delaware,  Inc. 

Many  handicapped  children  have  experienced  difficulty 
finding  appropriate  medical  and  other  services  when  they 
reach  adulthood.  The  Coordinating  Council  has  embarked  on 
a project  to  help  alleviate  this  problem.  Titled  “Building 
Health  Care  Resources  for  Young  Adults  with  Disabilities,” 
the  program  aims  to  alert  physicians  and  other  health  care 
professionals  to  the  medical  problems  of  handicapped  young 
adults,  and  to  identify  the  the  medical  resources  that  are 
available  for  the  handicapped.  The  project  is  funded  by  a 
Community  Initiatives  grant  from  United  Way.  The  Council 
has  sponsored  a physician  speaker  to  the  New  Castle  Medical 
Society  meeting  in  May,  and  will  be  providing  speakers  to  the 
Kent  and  Sussex  County  Medical  Society  meetings  in 
November  and  January. 

The  Coordinating  Council  is  also  involved  in  developing  a 
computerized  data  base  of  information  for  the  tracking  of  at- 
risk  children  and  their  families. 

The  Council  held  its  annual  meeting  in  February,  and 
highlighted  issues  on  technology  dependent  children,  and 
available  resources  in  Delaware.  Fifty  member  agencies  of  the 
Council  were  represented  at  this  meeting. 

The  Council  sponsored  a joint  conference  in  May  1989  with 
the  Division  of  Mental  Retardation,  the  Delaware  Associa- 
tion for  Retarded  Citizens,  and  the  Department  of  Public  In- 
struction on  individualizing  supports  for  people  with 
disabilities  throughout  their  lifetime.  Over  250  participants 
attended  the  all-day  conference. 

The  Council  continued  to  provide  speakers  on  community 
resources  in  Delaware  to  the  Pediatric  rounds  at  the  Medical 
Center  of  Delaware. 

Douglas  M.  Spencer,  M.D. 

Director,  Division  of 
Developmental  Medicine 

(The  report  was  filed.) 
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Delaware  Center  for  Wellness 

Delaware’s  Worksite  Wellness  Council  evolved  into  the 
Delaware  Center  for  Wellness  during  the  last  year.  This  was 
in  response  to  a suggestion  made  by  the  Governor’s  Commit- 
tee on  Health  Care  Cost  Containment  which  recommended 
the  promotion  of  Wellness  throughout  the  state  by  having 
such  a center  as  a resource  for  preventive  health  measures 
for  schools,  worksites,  and  the  community  in  general, 
especially  senior  citizens.  It  has  been  conceived  as  a partner- 
ship between  the  public  sector  (state  government)  and  the 
private  sector  (business).  It  has  a Board  of  Directors  (on  which 
I represent  the  Medical  Society)  formal  bylaws,  and  a budget. 
So  far  its  fiscal  support  from  business  is  less  than  desired,  and 
additional  support  from  the  General  Assembly  is  still  being 
sought. 

According  to  its  Mission  Statement,  the  Delaware  Center 
for  Wellness  exists  to  promote  the  health  and  well-being  of 
all  Delawareans  through  the  cooperative  efforts  of  the  public 
and  private  sectors.  In  pursuit  of  its  mission,  the  Delaware 
Center  for  Wellness  will  act  as  a catalyst  to  stimulate  wellness 
programming  in  workplaces,  schools,  and  the  community.  Fur- 
thermore, it  will: 

1.  Facilitate  cooperative  efforts  among  public  and  private 
organizations  for  the  more  effective  and  efficient  assessment, 
development,  and  use  of  resources  relating  to  wellness. 

2.  Support  the  organization  of  a network  of  public  and 
private  constituencies  which  share  a common  goal  of  pro- 
moting a healthy  lifestyle. 

3.  Provide  technical  assistance  to  companies,  schools  and 
organizations  regarding  wellness  program  planning,  develop- 
ment, and  evaluation. 

4.  Develop  and  enhance  the  skills  of  persons  responsible  for 
wellness  programming. 

5.  Gather  and  disseminate  wellness  information. 

6.  Increase  awareness  of  policy  makers  on  important 
wellness  issues  and  options  for  addressing  those  issues. 

7.  Guide  the  planning  of  wellness  programs  in  Delaware  to 
achieve  the  National  Health  Objectives. 

At  the  annual  meeting  early  in  November,  founding 
members  of  the  Center  will  be  honored.  A membership  drive 
is  now  underway.  Membership  fees  will  be  based  on  the 
number  of  employees.  The  staff  now  consists  of  Carol  Soha, 
R.N.,  Ph.D.  (health  education),  and  her  assistant.  There  are 
about  175  worksite  and  provider  members  represented  on  the 
Worksite  Wellness  Council  at  this  time.  The  monthly 
meetings  for  the  last  several  years  have  consisted  of  profes- 
sional presentations  of  various  wellness  topics  as  well  as  an 
opportunity  for  those  present  to  communicate  about  programs 
taking  place  in  individual  companies  as  well  as  community- 
wide activities  which  support  good  health,  such  as  the  State 
Olympic  Games. 


The  Medical  Society  should  be  congratulated  on  its  interest 
in  preventive  health  measures,  which  are  being  looked  upon 
with  increasing  favor  as  not  only  the  most  cost-effective  way 
to  control  the  rising  costs  for  health  care,  but  also  as  a way 
to  reduce  morbidity  and  mortality  from  disease  and  accidents 
in  Delaware.  By  supporting  the  efforts  of  the  Wellness  Center, 
physicians  not  only  have  an  opportunity  to  participate  in  the 
development  of  wellness  programs  but  also  to  assure  the 
general  public  that  physicians  are  dedicated  to  improving 
healthy  lifestyles  by  eliminating  tobacco  and  the  abuse  of 
alcohol,  and  improving  nutrition  and  promoting  exercise  as 
the  surest  way  to  avoid  the  debilitating  effects  of  disease  and 
accidents. 

In  order  for  the  Medical  Society  to  properly  recognize  the 
significance  and  importance  of  the  Delaware  Center  for 
Wellness,  the  following  resolution  is  being  suggested  for  con- 
sideration by  the  Society: 

The  medical  profession  welcomes  the  increasing  emphasis 
on  the  maintenance  of  good  health  by  many,  including  the 
broadly  based  membership  of  Delaware's  Center  for 
Wellness.  This,  plus  the  prevention  of  accidents  and  the  early 
detection  of  diseases  (secondary  prevention)  and  its  ap- 
propriate treatment  and  rehabilitation  for  those  with  con- 
tinuing defects,  should  go  a long  way  toward  resolving  many 
of  Delaware's  health  problems. 

The  Medical  Society  calls  upon  the  General  Assembly,  the 
business  community,  the  general  public,  and  all  health  care 
providers  to  support  Delaware's  Center  for  Wellness  and  to 
take  advantage  of  its  resources  to  foster  and  promote 
healthy  lifestyles  leading  to  the  maintenance  of  good  health. 

Robert  W.  Frelick,  M.D. 

Chairman 

(The  report  was  filed.) 

Delaware  Chapter,  Arthritis  Foundation 

We  just  had  our  annual  Arthritis  Foundation,  Delaware 
Chapter,  evaluation,  performed  by  representatives  from  the 
regional  and  national  Foundation  offices.  I became  Chairper- 
son of  the  Medical  and  Scientific  Committee  on  January  1, 
1989.  An  outline  summary  of  the  accomplishments  of  that 
committee  during  the  past  nine  months  follows: 

ACCOMPLISHMENTS:  1989 

1)  Expanded  committee:  2 new  physicians,  and  a Ph.D. 

2)  Increased  M&S  meeting  frequency  from  quarterly  to  Q-2 

months. 

3)  Proposed,  developed,  and  funded  a small  research  grants 
program. 

4)  Created  a physician  education  subcommittee,  so  that  the 
“Rheumatology  Update”  annual  responsibilities  could 
be  shared. 
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5)  Added  AF  Chapter  president,  executive  and  one  staff  as 
ex-officio  members  to  broaden  input,  and  better 
disseminate  goals  and  objectives. 

6)  Revised  and  updated  physician  referral  list. 

7)  Recommended  developing  Bequest  Fund,  with  income 
potentially  to  fund  future  research  and  training 
activities. 

I am  particularly  excited  about  the  funding  and  current 
promulgation  of  a small  research  grants  program.  The  other 
important  long-term  goal  is  to  begin  funding  a bequest  fund 
whose  income  would  eventually  be  used  for  expanding 
research  and  training  activities  related  to  arthritis. 

Thank  you  for  your  interest  in  the  Delaware  Chapter, 
Arthritis  Foundation. 

Bernhard  H.  Singsen,  M.D. 

Chairman,  Medical  and  Scientific  Committee 
(The  report  was  filed.) 

Delaware  Epilepsy  Association 

I would  like  to  report  that  the  Delaware  Epilepsy  Associa- 
tion continues  to  play  an  active  role  particularly  in  trying  to 
support  people  and  their  families  who  are  troubled  and  to 
educate  the  population  so  that  prejudice  and  misinformation 
do  not  hamper  the  full  development  of  the  lives  of  people  who 
suffer  the  problem  of  recurrent  seizures. 

The  Delaware  Epilepsy  Association  has  maintained  a school 
alert  program  to  educate  teachers  and  students  about  this 
problem.  In  addition,  they  have  been  educating  providers  at 
the  Division  of  Mental  Retardation’s  group  homes,  as  that 
group  of  clients  has  a significant  number  of  seizures  that  need 
attention,  and  have  taught  other  individuals  and  groups,  such 
as  bus  drivers,  to  further  educate  them.  In  addition,  we  have 
held  a number  of  seminars  for  both  public  and  professional 
sectors  and  have  been  making  an  increasing  attempt  through 
literature  and  the  Tel-Med  system  to  further  educate  the 
Hispanic  population  in  Delaware  We  remain  concerned  about 
problems  of  licensing  and  insurance  for  all  the  citizens  of  the 
state  who  have  long-term  medical  disabilities,  in  particular 
those  patients  with  epilepsy. 

We  would  like  to  invite  you  all  to  support  this  cause  at  our 
annual  fund-raiser,  which  will  be  in  March. 

S.  Charles  Bean,  M.D. 

Liaison 

(The  report  was  filed.) 

Delaware  Institute  of  Medical  Education  and  Research  (DIMER) 

DIMER  continues  to  carry  out  the  mission  envisioned  when 
it  was  established  in  1969.  The  primary  purposes  of  DIMER 
are  to  provide  a satisfactory  alternative  to  a state-supported 
medical  school,  to  expand  opportunities  for  Delaware 
residents  to  obtain  training  in  health  and  health-related  pro- 
fessions, and  to  increase  the  number  of  physicians  practicing 


in  Delaware.  The  mission  of  DIMER  is  carried  out  principally 
through  contractual  relationships  between  Jefferson  Medical 
College,  the  University  of  Delaware,  and  the  Medical  Center 
of  Delaware. 

Two  new  members  were  appointed  by  the  Medical  Center, 
Dr.  Leslie  Whitney,  who  replaced  Dr.  Alfred  E.  Bacon,  Jr.,  and 
Charles  E.  Broil. 

The  State  of  Delaware  has  appropriated  funds  which  in  re- 
cent years  have  been  allocated  by  the  DIMER  Board  as  follows: 


1986-87 

1987-88 

1988-89 

1989-90 

Jefferson 
Med.  College 

1,200,000 

1,200,000 

1,200,000 

1,100,000 

Scholarships 

199,000 

223,200 

231,500 

182,000 

Med.  Ctr.  of 
Delaware 

194,300 

203,000 

200,000 

300,000 

University 
of  Del. 

47,700 

49,000 

49,000 

95,000 

Jefferson  for 
Delaware 
Student 
Research 

32,500 

27,000 

28,500 

Del. 

Academy 
of  Med. 

1,000 

1,000 

1,000 

1,000 

1,642,000 

1,708,700 

1,708,700 

1,706,500 

Thjs  past  year  47  Delawareans  applied  for  admission  to  Jef- 
ferson. Of  those,  27  were  offered  acceptances  and  15  have 
enrolled  in  the  first  year  class.  There  are  currently  62 
Delawareans  enrolled  at  Jefferson  through  the  DIMER 
Program. 

The  DIMER  Summer  Research  FYogram,  instituted  in  1988, 
offered  opportunities  to  freshman  students  at  Jefferson  to 
spend  up  to  ten  weeks  working  on  a research  project  with  a 
faculty  member  at  the  Medical  Center  of  Delaware.  Ten 
students  participated  in  this  program  and  produced  several 
papers  for  publication  in  respected  medical  journals. 

Fiscal  year  1989  was  a successful  one  for  the  DIMER  pro- 
gram. It  continued  to  educate  undergraduate  medical 
students,  graduate  resident  physicians  and  practicing  physi- 
cians in  the  State  of  Delaware.  Significant  new  appointments 
for  senior  members  of  the  Medical  Center  of  Delaware  were 
made  in  this  past  year.  Funds  were  made  available  from  the 
Dean’s  office  for  funding  fellowship  programs  at  the  Medical 
Center  of  Delaware. 

The  DIMER  Board  wishes  to  thank  the  Delaware  State 
legislature  and  Governor’s  office  for  their  continued  support 
of  a worthwhile,  cost-effective  medical  and  allied  health  educa- 
tion program  for  the  State. 

Leslie  W.  Whitney,  M.D. 

President 

(The  report  was  filed.) 
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Delaware  Political  Action  Committee 

DELPAC  has  had  an  excellent  year  both  from  the  standpoint 
of  increasing  membership  and  penetration  within  the  Medical 
Society  of  Delaware  and  the  Medical  Society  of  Delaware  Aux- 
iliary as  well  as  activities  on  behalf  of  the  delivery  of  quality 
medical  care.  Unfortunately,  the  political  environment  for 
medicine  is  radically  changing  as  the  government’s  role  in 
medicine  continues  to  grow.  The  future  of  medicine  is  being 
determined  not  by  the  profession  itself  but  by  decisions  made 
by  Congress,  State  Legislatures  and  a host  of  regulatory  and 
administrative  agencies.  AMPAC  and  DELPAC  feel  that 
gr  assroots  action  is  a necessity  for  organized  medicine  to  have 
its  voice  heard  in  the  legislative  process,  and  physicians  and 
their  families  must  recognize  that  they  play  a direct  and 
necessary  role  at  this  level  of  the  political  system. 

This  was  eminently  demonstrated  at  the  recent  Congres- 
sional hearings  in  Washington  during  August  and  September 
on  expenditure  targets  and  the  RBRVS  payment  system.  Con- 
gressional concerns  with  escalating  health  care  costs  and 
Gramm-Rudman  realities  are  preeminently  troubling  to 
physician  taxpayers  as  well.  However,  organized  medicine  is 
unalterably  opposed  to  straightforward  expenditure  targets 
since  they  do  nothing  more  than  to  quantify  the  service  which 
will  be  provided  by  capping  expense  allotments  and  will  even- 
tually prove,  as  Dr.  William  Roper  stated,  to  evolve  into  bona 
fide  rationing.  Through  intensive  educational  and  lobbying 
efforts  on  the  part  of  DELPAC  and  the  Medical  Society  of 
Delaware  Auxiliary,  along  with  mailgrams  from  nearly  400 
individual  physicians,  our  Congressional  representatives  were 
advised  of  the  pitfalls  of  expenditure  targets  and  organized 
medicine’s  unqualified  opposition  to  them.  The  AMA  was  suc- 
cessful in  presenting  its  case  to  the  Senate  Finance  Commit- 
tee and  a bill  has  been  reported  out  that  does  not  contain  ex- 
penditure targets. 

A mini  internship  program  is  being  developed  by  DELPAC 
Board  member  Mi's.  Jeni  Pereira-Ogan  and  should  be  in  opera- 
tion in  1990.  This  program  will  educate  legislators  and  com- 
munity leaders  on  issues  of  concern  in  the  delivery  of  quali- 
ty medical  care  and  has  been  quite  successfully  utilized  by 
the  Colorado  Medical  Society. 

AMPAC  and  DELPAC  sponsored  a Constituent  Skills 
Workshop,  a teaching  seminar  on  political  action  for  physi- 
cians and  spouses,  in  Legislative  Hall  in  Dover  on  October  21, 
1989.  We  are  indebted  to  AMPAC  and  Miss  Nancy  Warren  for 
providing  the  speakers  and  financial  support  for  this 
workshop. 

AMPAC  also  sponsors  highly  acclaimed  candidates’  and 
campaign  managers’  workshops,  the  next  of  which  is  to  be 
held  in  February  1990.  Interested  individuals  should  contact 
DELPAC  for  details. 

The  chairman  wishes  to  thank  the  members  of  the  Board 
for  their  unstinting  and  untiring  efforts  and  interest  in  the 
legislative  and  political  arenas,  thus  enabling  our  continu- 
ing efforts  for  the  delivery  of  quality  health  care. 

Peter  R.  Coggins,  M.D. 

Chairman 

(The  report  was  filed.) 


Division  of  Alcoholism  Drug  Abuse  and  Mental  Health 
Planning  Council 

The  Planning  Council  of  the  Division  of  Alcoholism,  Drug 
Abuse  and  Mental  Health  (DADAMH)  first  met  on  March  8, 

1988.  The  purpose  of  the  Planning  Council  is  to  provide  com- 
munity participation  in  the  development  of  a five-year  plan 
for  alcohol,  drug  abuse  and  mental  health  services  in 
Delaware.  The  Council  .was  charged  with  advising  the 
DADAMH  in  the  planning  process  of  targeting  populations, 
development  of  a service  system,  prioritization,  and  im- 
plementation. The  Planning  Council  functions  as  a subgroup 
of  the  Advisory  Council  of  the  DADAMH.  The  Advisory  Coun- 
cil has  the  authority  to  review  the  multi-year  work  plan 
developed  by  the  Planning  Council  and  alter  it  as  necessary. 

At  the  conclusion  of  the  first  meeting,  the  Planning  Coun- 
cil was  divided  into  two  subcommittees:  one  concerned  with 
mental  health,  the  other  with  alcoholism  and  drug  abuse. 
Each  subcommittee  was  further  subdivided  into  “task  forces.” 
(I  served  on  the  prevention  task  force  of  the  alcoholism  and 
drug  abuse  subcommittee.)  Meetings  of  the  subcommittee 
were  scheduled  on  a monthly  basis  to  review  the  work  of  the 
task  forces  and  to  assemble  the  final  plan. 

A meeting  of  the  Planning  Council  was  held  on  February  16, 

1989,  to  consider  the  final  draft  of  the  “State  Plan  for  Com- 
munity Support  Services  for  Adults  with  Psychiatric 
Disabilities.”  At  that  meeting  Mr.  Meisler,  Director  of 
DADAMH,  noted  that  a state  plan  should  be  completed  by 
July  1989.  He  expressed  misgivings  about  the  degree  of 
support  from  the  community  members  of  the  Planning 
Council.  The  Community  Support  Services  Plan  was 
discussed,  amended  and  approved  to  be  sent  to  the  Advisory 
Council.  A report  from  the  alcohol  and  drug  abuse 
subcommittee  indicated  that  a final  draft  should  be  available 
for  the  Planning  Council  by  June  1989. 

No  meetings  of  the  Planning  Council  have  been  called  since 
February  We  have  called  Mr.  Harris  Taylor  of  the  Division 
of  Alcoholism,  Drug  Abuse,  and  Mental  Health  concerning 
future  meetings.  He  stated  that  future  meetings  have  not  been 
scheduled.  I am  not  aware  of  the  reason  for  this  change  in  the 
schedule  of  the  Planning  Council,  so  I am  unable  to  predict 
the  outcome  of  the  deliberations  of  that  body. 

Garrett  H.  C.  Colmorgen,  M.D. 

Division  of  Alcoholism,  Drug  Abuse 
and  Mental  Health  Planning  Council 

(The  report  was  filed.) 

Family  Law  Commission 

At  its  December  15, 1988,  meeting  the  members  of  the  Fami- 
ly Law  Commission  agreed  to  the  appointment  of  a Family 
Physician. 
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The  Commission  desires  to  publish  and  distribute  a 
brochure  highlighting  information  pertaining  to  family  law 
issues  in  Delaware. 

Although  Family  Court  has  the  authority  to  mandate  joint 
custody,  this  does  not,  in  the  best  interests  of  the  child, 
translate  to  50/50  shared  time  custody. 

Hearing  complaints  and  suggestions  for  improvement  of 
Family  Court  has  been  the  business  of  the  Commission. 

Meetings  of  the  Commission  this  year  have  been  on 
December  15,  1988,  January  27,  1989,  March  2,  1989, 
May  11,  1989,  June  21,  1989,  and  September  14,  1989.  Your 
representative  was  welcomed  to  his  first  meeting  on  May  1 1 , 
missed  the  June  21  meeting,  attended  the  September  14 
meeting,  and  plans  to  attend  the  November  8 meeting. 

Plans  are  underway  to  sponsor  a symposium  for  the  public 
to  see  and  express  themselves  in  matters  of  the  Family  Law 
Commission. 

Rhoslyn  J.  Bishoff 
Member,  Family  Law  Commission 

(The  report  was  filed.) 

Health  Resources  Management  Council 

This  report  covers  the  period  from  January  through 
September  1989. 

In  February,  the  Council  issued  a detailed  progress  report 
(available  in  the  State  Medical  Society  office)  concerning  the 
implementation  of  the  recommendations  made  by  the  Health 
Care  Cost  Management  Commission  in  its  November  1987 
report.  Progress  was  noted  in  three  major  areas  - (1)  Expan- 
sion of  health  promotion  and  wellness  education,  (2)  Im- 
provements in  financing  and  delivery  of  health  care  services, 
and  (3)  Provision  of  health  insurance  coverage  to  more  peo- 
ple. The  report  concluded  that,  “While  the  tasks  of  manag- 
ing our  health  care  costs  without  jeopardizing  quality  and  ac- 
cess, will  never  truly  be  ’complete,'  significant  progress  is 
underway.” 

A significant  milestone  was  reached  in  Dover  during  the 
summer  as  the  General  Assembly  passed  the  “Uniform 
Health  Data  Act,”  which  was  subsequently  signed  into  law 
by  Governor  Castle.  This  Act  requires  that  after  June  30, 1991, 
hospitals  and  nursing  homes  file  with  the  Council  informa- 
tion contained  in  the  Delaware  Uniform  Claims  and  Billing 
data  set  (UB-82  or  successor  form)  for  all  inpatient  discharges. 
There  are  safeguards  to  ensure  the  validity  of  the  data  and 
the  protection  of  confidentiality.  The  information  provided 
will  be  of  assistance  in  evaluating  utilization  patterns  and 
costs  to  the  community  and  state  for  health  care  services.  Such 
information  will  be  of  use  to  health  care  purchasers,  health 
care  insurers,  health  care  providers,  health  care  planners  and 
the  general  public. 

In  accordance  with  recommendations  from  the  Council,  Cer- 
tificates of  Need  for  the  following  projects  were  awarded  dur- 
ing the  period: 


• St.  Francis  Hospital  - Establish  cardiac  catheterization 
services. 

• Medical  Center  of  Delaware  - Addition  of  a third 
catheterization  laboratory  and  relocation  of  elective 
open  heart  surgery. 

• Medical  Center  of  Delaware  - Establish  bone  marrow 
transplantation  program. 

Finally,  reports  have  been  prepared  on  two  significant  issues 
(Health  Care  Personnel  Shortages  and  Health  Care  Cost  Con- 
tainment). These  are  on  file  in  the  State  Medical  Society  of- 
fice. Along  with  health  care  data,  these  issues  had  been 
selected  by  the  Council  as  being  of  the  highest  priority. 

In  coming  months,  the  Council  anticipates  devoting  con- 
siderable time  to  re-working  the  State  Health  Plan  and  to 
addressing  its  responsibilities  for  reviewing  health-related 
plans  from  various  state  agencies. 

William  H.  Duncan,  M.D. 

Chairman 

(The  report  was  filed.) 

Infectious  Waste  Advisory  Committee 

This  committee  sent  its  report  to  the  Governor  June  1.  It 
has  not  functioned  since  that  time.  The  ensuing  legislation 
“provides  for  the  establishment  of  a statewide  program  for 
the  management  of  infectious  wastes  generated  in  Delaware.” 
It  permits  “generators"  who  currently  have  on-site  infectious- 
waste  incinerators  to  continue  to  use  them,  and  gives  the  Solid 
Waste  Authority  “the  exclusive  responsibility  for  the  disposal 
of  infectious  wastes.” 

“The  Authority  may  by  regulation  require  all  infectious 
waste  generators,  collectors,  and  transporters  therein  to  use 
the  services  and  facilities  of  the  Authority.”  The  Authority  is 
also  “directed”  to  build  additional  incinerators  “at  the  sites 
where  it  now  owns  and  operates  landfills  in  New  Castle 
County,  Kent  County,  or  Sussex  County  ...  or  at  such  other 
site  as  it  may  select  in  accordance  with  this  chapter.”  Only 
the  privately  owned  on-site  incinerators  in  operation  July  1, 
1989,  will  be  permitted  to  continue  operating. 

I do  not  see  any  provision  for  the  “small  generators”  of  less 
than  50  pounds  of  waste  per  month  which  were  exempted  from 
the  Authority’s  manifesting  and  permitting  requirements 
under  the  plan  proposed  by  Dr.  Bishoff s subcommittee. 

An  amendment  permits  the  Authority  to  “cause  the  con- 
struction and  operation”  of  the  proposed  infectious  waste  in- 
cineration facilities,  even  if  it  does  not  perform  this  function 
directly.  According  to  the  newspapers,  they  have  advertised 
for  bids. 

We  need  additional  information  on  the  small-generator  ex- 
clusion and  the  possibility  of  transporting  our  office  wastes 
to  a local  facility,  e.g.,  a hospital.  At  present,  it  would  appear 
that  we  have  to  contract  with  a transporter  or  disposer 
licensed  by  the  Authority. 
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William  L.  Sprout,  M,D. 

Member,  Infectious  Waste 
Advisory  Committee 

(The  report  was  filed  with  a recommendation  for  vigilance  on 
the  part  of  all  members  and  the  Society  as  to  the  activities 
in  this  area  of  concern.) 

Joint  Committee  of  Physicians  and  Attorneys 

This  committee  was  formed  in  the  fall  of  1988  as  a result 
of  correspondence  between  Martin  J.  Cosgrove,  M.D.,  and 
Henri  F.  Wendel,  M.D.,  Presidents  of  the  Medical  Society,  and 
the  Honorable  Andrew  D.  Christie,  Chief  Justice  of  the 
Supreme  Court.  It  is  co-chaired  by  the  respective  chairs  of  the 
Medico-Legal  Committees  of  the  Medical  Society  and  the  Bar 
Association  and,  in  addition,  has  four  physicians,  three  at- 
torneys and  a Superior  Court  judge  as  its  members. 

The  committee  is  charged  with  discussing  matters  of 
mutual  concern  between  the  professions  insofar  as  they  relate 
to  litigation  other  than  malpractice,  and  as  a resource  to  the 
state  court  system  to  assist  with  medical/ethical  problems. 

At  this  time,  members  of  the  Bench  feel  that  there  isn’t  any 
particular  area  that  would  be  helped  by  the  committee’s 
presence.  It  does  appear  that  the  editors  of  our  respective  pro- 
fessional journals  would  welcome  articles  written  by  members 
of  the  opposite  profession  explaining,  for  example,  to  attorneys 
the  efficacy  and  indications  for  some  of  the  medical  testing 
modalities  such  as  MRI,  CT  scans,  EMG,  etc,  on  the  one  hand 
and  the  role  of  physicians  in  depositions,  reports,  testimonies, 
etc.,  on  the  other. 

Currently,  the  committee  has  almost  completed  work  on  a 
revision  of  the  Inter  professional  Code  and  it  is  anticipated 
that  this  will  be  finalized  and  submitted  to  our  respective 
Boards  of  Trustees  by  the  end  of  1989. 

Other  matters  that  the  committee  intends  to  address  and 
about  which  we  have  had  preliminary  discussions  include  the 
Living  Will,  nutrition  for  the  terminally  ill  patients;  “death 
with  dignity”;  the  role  of  ombudsman  for  nursing  home 
patients;  and  excessive  fees  charged  by  some  physicians  for 
medical/legal  reports,  depositions  and  photocopying  of 
charts,  etc. 

John  T.  Hogan,  M.D. 

Co-Chairman 

(The  report  was  filed  with  encouragement  to  continue  the  com- 
mittee’s fine  work.) 

Legislative  Specialist 

The  format  and  functioning  of  a Legislative  Action  Com- 
mittee worked  out  very  well  for  an  incipient  undertaking.  The 
committee  should  become  even  more  knowledgeable  and  ef- 
fective in  the  future. 

There  were  days  when  it  must  have  seemed  a waste  of  time 
to  some  of  the  individuals  attending  legislative  sessions;  but 


overall  good,  solid  contacts  were  made  and  there  were  occa- 
sions when  physicians  were  able  to  provide  effective  informa- 
tion on  the  floor  or  in  committee  sessions  of  the  General 
Assembly. 

In  forthcoming  years  the  Legislative  Action  Committee  will 
be  called  upon  to  perform  more  and  more  in  the  way  of  public 
service  consultation  to  legislators  while  at  the  same  time 
usefully  serving  the  interests  of  the  Medical  Society. 

Much  of  the  work  in  Dover  in  1989  was  devoted  to  working 
out  an  acceptable  bill  revising  the  Board  of  Medical  Practice 
so  that  it  would  meet  public  and  legislative  demands  for  more 
open  meetings  and  public  members  while  simultaneously 
allowing  the  medical  profession  to  operate  as  efficiently  as 
possible  without  being  encumbered  by  unnecessary  or  burden- 
some regulation.  The  result  was  HS  1 for  HB  111,  which 
passed  the  House  on  the  last  day  of  session  but  did  not  come 
to  a vote  in  the  Senate.  It  is  expected  to  pass  when  the  Senate 
returns,  probably  in  January. 

Already,  though,  it  appears  some  changes  may  be  desirable 
as  a result  of  a federal  study  and  proposed  model  legislation, 
and  the  legislative  leadership  has  been  informed  that  such 
changes  may  be  sought  when  the  Assembly  returns  in  1990. 

Perhaps  the  biggest  failure  of  the  General  Assembly  was 
its  inability  to  reach  agreement  and  enact  a statewide 
paramedic  bill.  The  effort  continues,  and  the  medical  profes- 
sion has  been  and  continues  to  be  helpful  with  input  and 
advice. 

A bill  was  passed,  supported  by  the  Medical  Society,  to  per- 
mit nurses  to  make  pronouncements  of  death  under  certain 
circumstances  for  hospice  patients. 

Late  in  the  session,  Senator  John  Still,  III,  of  Dover 
introduced  two  bills  dealing  with  physical  therapy,  but  both 
of  these,  opposed  by  Medical  Society  of  Delaware,  remain  in 
committee  and  are  not  likely  to  be  reported  to  the  floor. 

A bill  sponsored  by  Representative  Charles  Hebner  that 
would  limit  civil  liability  for  certain  volunteers  and  medical 
clinics  passed  the  House  and  is  pending  in  the  Senate.  It  is 
one  we  should  let  Senators  know  we  support. 

Finally,  a bill  that  would  permit  optometrists  to  use 
therapeutic  drugs  passed  in  the  Senate  in  1989  after  failing 
there  twice  in  1988.  It  is  pending  in  the  House,  where  our 
opposition  must  be  made  known  if  it  is  to  be  stopped  from 
becoming  law. 

There  was  no  meaningful  tort  “reform”  action  although 
Senator  Thurman  Adams  did  introduce  a joint  and  several  bill 
in  June  that  was  assigned  to  the  Judiciary  Committee  and 
remains  there. 

All  legislation  introduced  in  1989  that  was  not  passed, 
defeated  or  stricken  remains  alive  and  can  be  considered  in 
the  1990  session  although,  as  is  always  the  case,  many,  many 
more  bills  are  introduced  than  are  ever  debated  or  voted  upon. 
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Ned  Davis 
Legislative  Specialist 

(The  report  was  filed  with  special  commendation  to  Mr.  Davis.) 

March  of  Dimes  Birth  Defects  Foundation 

The  Delaware  State/Upper  Shore  of  Maryland  Chapter 
March  of  Dimes  has  undertaken  the  following  community  ser- 
vice projects  for  the  fiscal  year  1989: 

The  chapter  funded  the  Perinatal  Association  of  Delaware 
to  start  up  a Healthy  Mothers/Healthy  Babies  Coalition  in 
Delaware,  the  purpose  of  which  is  educational.  In  addition, 
the  Perinatal  Association  continues  to  work  on  a resource 
manual  for  health  professionals,  with  funds  supplied  by  March 
of  Dimes. 


Donar,  Ruth  Fischer  and  Phyllis  Hazel.  The  first  meeting  and 
a subsequent  meeting  on  June  7, 1989,  were  instructive  and 
devoted  to  constructing  plans  for  the  future.  At  the  third 
meeting  on  July  12, 1989,  it  was  announced  that  Senate  Bill 
218  on  nursing  home  sanctions,  which  the  committee  had 
earlier  endorsed,  was  signed  into  law  at  a special  ceremony 
at  Emily  P.  Bissell  Hospital  on  July  10,  1989,  by  Governor 
Castle. 

At  the  July  meeting  an  agenda  was  formulated  with  the 
following  specifics: 

1)  Committee  is  to  have  continuing  education  concerning 
Division  Programs. 

2)  Plan  joint  meetings  with  Division  of  Social  Services 
Advisory  Council. 


Delaware  Parents  of  Downs  continues  to  be  funded  by  March 
of  Dimes  in  support  of  a newsletter,  which  serves  as  an 
outreach  to  over  125  families  statewide. 

Funding  also  made  Genetics  Week  in  Delaware  possible. 
Scheduled  for  March  1990,  this  event  draws  Delaware  health 
professionals  from  across  the  country,  to  present  various  topics 
on  genetics  advances  within  the  medical  field. 


3)  Staff  experts  on  program  components  (topics  of  interest 
to  members). 

4)  Access  issues  for:  a)  maternal  and  child  health  services; 
b)  nursing;  and  c)  home  health  services 

5)  Budget  development  for  Medicaid  Program:  a)  commit- 
tee work  with  providers;  b)  setting  of  rates  and  fees 


March  of  1989  was  the  kick-off  for  our  Babies  and  You  pro- 
gram in  Delaware.  A free  prenatal  health  care  program  for 
company  and  organization  employees,  the  program  has 
already  been  presented  to  Chase  (USA)  and  Maryland  Bank, 
N.A. 


This  year  also  saw  the  first  Ecumenical  conference  on  In- 
fant Mortality,  funded  in  part  by  the  March  of  Dimes.  The  con- 
ference was  the  first  of  its  kind  in  the  country  and  gathered 
together  125  clergy  and  religious  leaders.  Attendees  were 
educated  about  what  they  can  do  within  their  religious  com- 
munities to  educate  their  church  members  about  infant  mor- 
tality. Leaders  also  attended  workshops  describing  take-home 
programs  that  they  can  now  initiate  with  their  communities. 

In  addition,  the  March  of  Dimes  continues  to  have  available 
brochures  and  videos  to  educate  the  public  about  prevention 
of  birth  defects  and  subsequent  topics. 


(The  report  was  filed.) 


Garrett  H.C.  Colmorgen,  M.D. 
Member,  Health  Professional 
Advisory  Committee 


6)  General  assistance  client  population-medical  coverage 

7)  Disabled  population:  a)  define;  b)  identify;  c)  budget 
provision 

The  September  20, 1989,  meeting  convened  with  an  educa- 
tion program  that  depicted  the  involvement  in  the  extended 
services  for  pregnant  woman.  From  this  arose  the  conclusion 
that  the  marketing  need  is  to  enroll  women  in  the  maternal 
care  at  the  earliest  time  possible. 

The  new  business  of  the  September  meeting  was  to  form 
subcommittees  as  follows.  These  active  subcmmittees  will  be 
joined  by  members  of  the  full  committee  hopefully  in  equal 
numbers. 

Maternal  Child  Health  - Dr.  Anne  Aldridge 

Disability  - Sister  Jeanne  Cashman 

Elderly  - Richard  Ellis 

Rhoslyn  J.  Bishoff,  M.D. 

Representative 

(The  report  was  filed.) 


Medicaid  Medical  Care  Advisory  Committee, 

Division  of  Social  Services,  State  of  Delaware 

April  26,  1989,  was  the  first  meeting  of  the  Advisory  Com- 
mittee, which  met  at  the  Alfred  I.  Du  Pont  Institute.  On  this 
committee  are  Robert  G.  Kettrick,  M.D.,  Chairman;  Anne 
Aldridge,  M.D.;  Rhoslyn  J.  Bishoff,  M.D.;  Judith  Brimer:  Amos 
Burke;  Sister  Jeanne  Cashman;  Richard  Ellis;  Neil 
McLaughlin;  Lynam  Olson,  M.D.,  later  replaced  by  Lester 
Wright,  M.D.;  David  J.  Richard;  Edward  Sobel,  D O.;  Norman 
Taub,  M.D.;  and  Daniel  Thurman.  Staff  members  were  Mary 


The  Medical  Society  of  Delaware  Auxiliary 

The  Medical  Society  of  Delaware  Auxiliary  is  pleased  to 
salute  the  Medical  Society  of  Delaware  on  its  200th  Anniver- 
sary year.  We  are  proud  of  your  long  record  of  good  fellowship 
and  your  rich  tradition  of  service  to  your  community. 

The  Medical  Society  of  Delaware  Auxiliary  was  organized 
60  years  ago.  In  October  1929  at  the  Annual  Meeting  of  the 
Medical  Society  at  Farnhurst,  a committee  of  three  spouses 
was  appointed  to  make  plans  for  an  Auxiliary.  The  first 


Del  Med  Jrl,  Feb.  1990-Vol.  62,  No.  2 


847 


Proceedings  of  the  House  of  Delegates,  1989,  Part  II 


meeting  was  held  at  the  Wilmington  Country  Club  on 
December  10, 1929,  with  Mrs.  Robert  W.  Tomlinson  installed 
as  President.  At  the  end  of  the  first  year  the  membership  was 
70;  and  the  tradition  of  valuable  assistance  to  the  Medical 
Society  was  begun.  We  are  proud  of  our  record.  We  know  there 
is  much  to  do  to  meet  the  demands  of  the  rapidly  changing 
health  picture,  and  this  will  be  our  challenge. 

This  year  we  are  continuing  our  tradition  of  working  to  sup- 
port health  projects  and  programs  which  complement  the 
Medical  Society.  We  have  plans  to  continue  working  for 
DIMER  through  AMA-ERF,  for  nursing  school  scholarships, 
for  community  civic  programs,  for  medical  legislation,  and 
for  the  Ronald  McDonald  House  project. 

Our  State  Auxiliary  Officers  this  year  are: 


sion  of  their  posture  in  caring  for  school  children  throughout 
the  county.  s 

School  nurses  and  physicians  need  to  know  when  students 
are  on  school  trips  outside  our  state  that  Virginia  will  per- 
mit  medications  to  be  given  by  nurses  only  in  emergencies, 
while  Pennsylvania,  New  Jersey  and  Maryland  have  no 
restrictions. 

Throughout  the  year  an.  AIDS  Advisory  Task  Force  was 
operative.  This  task  force  formulated  an  agreement  with  Chief 
of  School  Officers  for  an  AIDS  survey  involving  students  in 
gi  ades  9 through  12  (25  students  at  each  level)  in  each  senior 
high  school  in  the  state  during  the  last  of  April  and  the  first 
of  May. 


President: 
President  Elect: 
Vice  President: 
Secretary: 
Treasurer: 


Mrs.  Joyce  Hearne  (Calvin) 
Mrs.  Felicitas  Gontang  (Jose) 
Mrs.  Elaine  Bradley  (Michael) 
Mrs.  Dorothy  Pecora  (David) 
Mrs.  Marian  Narrod  (Stuart) 


The  County  Auxiliary  leaders  are: 


President,  KCMSA:  Mrs.  Katherine  Rogers  (William) 
Pres-Elect,  KCMSA:  Mrs.  Barbara  Easter  (Hamilton) 
President,  NCCMSA:  Mrs.  Amira  Boulos  (Magdy) 
Pres-Elect,  NCCMSA:  Mrs.  Ellen  Grubbs  (Stephen) 
President,  SCMSA:  Mrs.  Jacqueline  Sopa  (David) 

Pres-Elect,  SCMSA:  Mrs.  Elaine  Freedman  (Harry) 

In  the  80s  Medicine  has  encountered  many  new  problems. 
It  is  our  objective  to  function  as  a BEST  FRIEND  to  the 
Medical  Society.  Our  special  help  in  this  undertaking  is  our 
liaison  to  the  Society,  Dr.  Daniel  Alvarez. 

Our  goal  is  Unity  within  the  Auxiliary  Organizations.  We 
enjoy  the  benefit  of  a small  state  in  that  we  can  become  per- 
sonally acquainted  with  and  work  closely  with  Auxilians  in 
all  three  counties. 


Revealed  to  us  was  Delaware’s  Least  Restrictive  En- 
vironmental Initiative  Plan  with  the  following  Mission 
Statement: 

The  purpose  of  the  Delaware  Department  of  Public  In- 
struction’s Least  Restrictive  Environment  Initiative  is 
to  affirm  the  right  of  all  eligible  children  to  receive  a free 
appropriate  public  education  to  the  maximum  extent  ap- 
propriate in  the  least  restrictive  environment  as  de- 
fined in  Individualized  Education  Programs.  The  mission 
is  to  ensure  by  1994  that  all  eligible  children,  regardless 
of  disabilities,  have  the  opportunity  to  receive  a free  ap- 
propriate public  education  in  age-appropriate  integrated 
settings  so  they  can  live,  work  and  participate  in  recrea- 
tion in  the  community.  This  is  based  on  the  following 
assumptions:  (1 ) All  students  share  basic  humans  needs. 
(2)  Effective  educators  respond  to  the  needs  of  all 
students.  The  initiative  is  aimed  at  reducing  the  educa- 
tional and  social  isolation  of  students  with  disabilities 
and  increasing  the  development  of  mutual  respect,  accep- 
tance of  individual  differences,  and  friendships  in  their 
communities. 

School  nurse  certification  was  approved. 


Joyce  Hearne 
President 

(The  report  was  filed  with  special  commendation  to 
Mrs.  Hearne  and  the  other  Auxiliary  officers.) 

State  School  Health  Advisory  Committee 

This  report  is  resolved  into  two  parts,  the  State  School 
Health  Advisory  Committee,  and  the  Subcommittee  on  Drug- 
Free  Schools  that  was  established  in  accordance  with  the 
Community  Act  of  1986. 

The  State  School  Health  Advisory  Committee  developed 
guidelines  for  a Model  HIV/AIDS  Infection  School  District 
Policy. 

With  help  from  the  Advisory  Committee,  physicians  and 
school  nurses  of  Kent  County,  in  some  cases  meeting  each 
other  for  the  first  time,  had  a meaningful  round  table  discus- 


The  Community  Act  of  1986  brought  about  the  Subcommit- 
tee on  Drug-Free  Schools.  This  committee  has  been  diligent 
in  its  work  having  met  eight  times  in  the  last  twelve  months. 
Their  goal  has  been  to  encourage  the  development  of  a good 
drug/alcohol  policy  and  educational/prevention  programs  in 
the  schools.  It  has  encouraged  each  school  district  to  imple- 
ment a comprehensive,  sequential  k-12  education  curriculum 
that  includes  a drug/alcohol  prevention  component.  These 
goals  are  ongoing,  and  the  committee  will  continue  to  monitor 
their  implementation. 

The  Drug-Free  School  committee  put  forth  statewide 
guidelines  for  drafting  district  drug  and  alcohol  policies.  The 
committee’s  work  is  now  near  cabinet  level  for  consideration. 
The  Preamble  states: 

A school  policy  should  clearly  establish  that  use,  and/or 
possession,  and/or  sale  of  alcohol,  and/or  illicit  drugs  will 
not  be  tolerated  in  the  school  environment.  Prevention, 
intervention,  treatment,  and  disciplinary  measures  are 
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elements  of  a total  drug  program.  A comprehensive  alcohol 
I and  drug  prevention  program  is  necessary  for  all  students  to 
help  young  people  value  and  maintain  good  personal  health, 
resist  pressures  to  use  chemical  substances,  and  to  promote 
activities  that  offer  healthy  avenues  for  student  energies  and 
interests.  Self-referral  by  a student  who  has  an  alcohol  and/or 
drug  problem  should  be  encouraged  and  they  should  be  given 
help  rather  than  treated  punitively.  A school  policy  needs  to 
be  enforced  fairly  and  consistently  and  made  available  to 
parents,  teachers,  and  students. 

The  Committee’s  goals  for  the  coming  year  are: 

1.  Train  volunteers  to  serve  as  neighborhood  drug 
counselors.  There  is  a great  need  to  get  the  average  citizen 
to  realize  he  can  help  others. 

2.  Have  more  input  into  workshops  being  planned  by  the 
state. 

3.  Develop  a statewide  substance  abuse  policy. 

A Red  Ribbon  on  Drug-Free  Choice  Campaign  was  held  Oc- 
tober 22-29. 1 hope  everyone  participated  in  at  least  one  of  the 
facets  of  this  campaign:  Red  Ribbon  Sports  Weekend,  October 
21-22, 1989;  Red  Ribbon  Philly  Day,  October  23,  1989,  Wear 
Red  Ribbon  Day,  October  25, 1989;  and  Red  Ribbon  Religious 
Weekend,  October  28-29,  1989. 

Rhoslyn  J.  Bishoff,  M.D. 

Liaison 

(The  report  was  filed.) 

West  Virginia  Medical  Institute 

Since  my  last  report  to  the  membership,  I have  attended  ten 
meetings  of  the  Board  of  Trustees  of  the  West  Virginia  Medical 
Institute.  Subsequent  to  each  of  these  meetings,  I have  pro- 
vided to  the  Board  of  Trustees  detailed  written  reports  of  the 
specific  actions  of  WVMI  as  it  regards  Delaware  physicians. 
Since  there  is  representation  on  the  Board  of  Trustees  from 
each  appropriate  hospital  in  Delaware,  hopefully  this  infor- 
mation is  being  shared  throughout  the  State,  as  well  as 
highlights  appearing  in  the  Medical  Society  of  Delaware 
Newsletter. 

The  most  significant  action  of  this  reporting  period  was  the 
development  and  implementation  of  the  “new  contract”  as 
regards  all  PRO  activities  in  Delaware.  Overall,  I would  like 
to  affirm  a statement  that  I have  made  many  times  before  and 
that  is  that  the  Board  of  Trustees  of  WVMI  is  “physician 
friendly.”  They  do  everything  appropriately  in  their  power  to 
both  educate  and  notify  physicians  and  leave  consideration 
of  punitive  action  as  a totally  last  resort. 

Perhaps  the  most  important  activity  from  the  “third  scope 
of  work"  was  the  inclusion  of  review  of  ambulatory  surgery 
facilities,  skilled  nursing  facilities,  home  healthcare  agencies 
and  hospital  outpatient  departments.  This  review  has  created 
significant  problems  for  our  members  because  of  the  need  to 
document  in  all  these  areas  to  the  same  degree  of  com- 


pleteness and  accuracy  as  has  been  expected  in  the  inpatient 
record. 

The  new  contract  also  provided  a whole  new  methodology 
for  review  in  that  individual  physicians  could  no  longer  make 
quality  decisions  on  individual  physicians.  It  now  requires 
that  a reviewer  physician  identify  the  possibility  of  a qual- 
ity problem,  then  further  review  by  a three-member  Quality 
Review  Committee  utilizing  board-certified  specialists  in  the 
area  under  consideration,  and  a further  affirmation  by 
another  three-member  committee,  the  Quality  Assurance 
Committee  for  concerns  about  quality  of  care.  These  commit- 
tees have  been  meeting  regularly.  All  Delaware  physicians 
and  all  of  those  participating  in  this  review  process  should 
be  highly  commended  for  the  outstanding  work  that  they  are 
doing. 

Harry  S.  Weeks,  Jr.,  M.D.,  the  Medical  Director  and  Presi- 
dent of  WVMI.  has  made  numerous  visits  to  Delaware, 
meeting  with  physician  groups  and  other  interested  parties 
as  regards  the  PRO  program  in  keeping  with  the  new  contract 
portions  of  community  awareness  and  participation. 

It  should  also  be  noted  that  the  Federal  Department  of 
Defense,  CHAMPUS  Program  came  under  WVMI  review. 

Or.  an  experimental  basis,  the  Delaware  Trustee  attended 
two  WVMI  Board  meetings  via  teleconference.  It  appears  that 
this  is  a reasonable  way  in  which  to  meet  these  respon- 
sibilities on  perhaps  an  every -other-month  schedule,  since  one 
of  the  primary  activities  of  the  Delaware  Trustee  is  his  per- 
sonal contact  with  WVMI  staff  members  on  varied  physician 
and  hospital  specific  problems  that  arise  each  month. 

Two  other  major  activities  of  WVMI  were  the  development 
of  the  new  medical  ambulatory  surgery  and  inpatient  surgery 
screening  criteria,  copies  of  which  were  recently  received  by 
the  Medical  Society  of  Delaware  and  a complete  revision  of 
the  bylaws,  which  among  other  things  more  specifically  define 
the  status  of  the  Delaware  Trustee. 

As  regards  quality  concerns  for  the  first  six  months  of  1989, 
18  physicians  had  been  given  Level  II  severity  scores  of  5 
points.  Level  II  is  defined  as  “Medical  mismanagement  with 
the  potential  for  significant  adverse  effects  on  the  patient." 
One  physician  had  both  a Level  II  and  a Level  I assignment, 
and  one  physician  received  a Level  III,  which  meant  “Medical 
mismanagement  with  significant  adverse  effects  on  the  pa- 
tient,” along  with  an  additional  Level  II  for  a total  of  30  points. 
No  sanctions  were  considered  among  these  practitioners.  The 
entire  effort  as  a result  of  these  reviews  was  educational 
through  one  or  more  of  the  following  actions:  a 100%  inten- 
sified review  of  the  physicians’  cases,  notification  of  the 
hospital’s  Quality  Assurance  Committee  to  review  certain 
cases  of  the  physician,  and  a requirement  of  continuing 
medical  education  in  a very  specific  field. 

The  single  greatest  problem  still  facing  the  PRO  in 
Delaware  is  the  continual  need  for  additional  physician 
reviewers  in  all  specialties  with  an  emphasis  on  general 
medicine  throughout  the  state.  Because  of  the  inability  to  pro- 
vide such  depth  of  review,  a recent  action  by  the  Philadelphia 
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Regional  Office  of  HCFA  will  now  permit  WVMI  to  identify 
physicians  in  specialties  other  than  the  one  being  reviewed 
to  review  cases  and  at  the  same  time  permit  physicians  who 
are  members  of  the  same  hospital  staff  to  review  colleagues 
of  that  staff.  Again,  this  is  because  of  the  lack  of  depth  of 
reviewers,  primarily  from  Kent  and  Sussex  counties. 

A great  deal  of  time  has  been  spent  in  reviewing  relation- 
ships between  PROs  and  Boards  of  Medical  Practice,  since  the 
regulations  require  that  a memorandum  of  agreement  be 
signed  between  the  PRO  and  the  Board  of  Medical  Practice. 
In  Delaware,  this  is  under  current  active  consideration. 

In  the  spring  of  this  year,  in  determining  a succession  plan 
for  the  Delaware  Trustee  to  WVMI,  a decision  was  made  by 
the  Board  of  Trustees  of  the  Medical  Society  of  Delaware  that 
the  Chairman  of  the  Peer  Review  and  Professional  Evalua- 
tion Committee  by  virtue  of  that  office  become  the  Delaware 
Trustee  and  thereby  be  invited  to  participate  in  the  monthly 
meetings  of  the  Board  of  Trustees  of  the  Medical  Society  of 
Delaware.  This  representation  will  occur  in  December  1989. 

William  H.  Duncan,  M.D. 

Delaware  Trustee,  WVMI 

(The  report  was  filed.) 


MEMORIAL 

As  a memorial  to  the  members  of  the  Society  who  were  lost 
through  death  during  the  past  year,  the  assembly  rose  for  a 
moment  of  silence  as  the  following  names  were  read: 

Herbert  M.  Baganz,  M.D. 

Lidia  Bales,  M.D. 

Edward  M.  Bohan,  M.D. 

Dana  D.  Burch,  M.D. 

John  A.  Chrzanowski,  M.D. 

Franklin  R.  Everett,  M.D. 

John  W.  Howard,  M.D. 

Caziville  L.  Hudiberg,  M.D. 

Harry  A.  Kansak,  M.D 

N.  Peter  Karmilowicz,  M.D. 

H.  Thomas  McGuire,  M.D. 

Edgar  R.  Miller,  Sr.,  M.D. 

ABSOLUTION  RESOLUTION 

The  House  adopted  the  following  resolution: 

RESOLVED,  That  each  and  all  of  the  Resolutions,  acts,  and 
proceedings  of  the  Board  of  Trustees  of  the  Medical  Society 
of  Delaware  heretofore  had  been  adopted  since  the  last 
meeting  of  the  House  of  Delegates  of  the  Medical  Society  of 
Delaware  as  shown  by  the  records  of  the  minutes  and  all  the 
'^acts  of  the  officers  and  trustees  of  the  Society  in  carrying  out 
and  promoting  of  purposes,  objects  and  interests  of  this  Society 
since  the  last  House  of  Delegates  meeting  are  approved  and 
ratified  and  hereby  made  the  acts  and  deeds  of  the  Medical 
Society  of  Delaware. 

(The  complete  report  of  the  Proceedings  of  the  House  of 
Delegates  is  on  file  in  the  Medical  Society  office  and  is 
available  to  members.) 


UNIVERSITY  OF  D E L A W A l!i 


(CRISIS: 

◄ IN  HEALTH  CARE:  ► 

^ ETHICAL  AND  PUBLIC  £ 

◄ POLICY  ISSUES ► 


This  lecture  series, 
free  and  open  to  t, 
public,  will  examb 
the  ethics,  history, 
and  policy  of  health 
care  allocation  in  1 1 
U.S.  in  a time  of 
growing  crisis. 


All  lectures  are  from  7:00  - 8:30  p.m. 
MARCH  5 

Health  Care  in  Crisis:  Problems  of  Cost,  Quality, 
and  Access 

Linda  Aiken,  RN,  PhD 1 28  Clayton  Hall 

MARCH  12 

Civil  Rights  and  AIDS:  Issues  of  Privacy, 
Information, Responsibility,  and  Justice 

Ronald  Bayer,  PhD 128  Clayton  Hall 

MARCH  19 

Consumer  Responses  to  Health  Care 
Problems:Organization,  Self-help,  and  Law  Suits 

Charles  Inlander,  BA UD  In  Milford  site 

APRIL  4 

Historical  Perspectives  on  Moving  Health 
Care  Out  of  Hospitals 

Rosemary  Stevens,  PhD Pencader  Hall,  North  Campus 

ATPRIL  9 

Hard  Choices  in  Health  Care  Allocation 

Daniel  Callahan,  PhD Pencader  Hall,  North  Campus 

APRIL  16 

New  Realities:  Erosions  of  Coverage  in  Workplace 
Health  Insurance  and  Medicaid  Programs 

Cathy  Schoen,  MA 128  Clayton  Hall 

APRIL  23 

Justice  and  Access  to  Health  Care 

Edmund  Pellegrino,  MD 128  Clayton  Hall 

APRIL  30 

Rationing  of  Health  Care:  Who  Should  Decide 
Who  Gets  What? 

^ Mary  Strong,  AB 128  Clayton  Hall 

MAY  7 

Competition  in  Health  Care  Reform: 

Issues  of  Fairness 

Robert  Veatch,  PhD UD  in  Milford  site 

MAY  14 

Increasing  Access  to  Health  Care  and  Cost 
Containment:  Conflicting  or  Compatible  Goals? 

Stephanie  Woolhandler,  MD,  MPH 128  Clayton  Hall 

The  series  is  co-sponsored  by  the  following  units  of  the  University  of  Delaware: 
College  of  Nursing,  College  of  Urban  Affairs  and  Public  Policy,  Center  for  Science 
and  Culture,  Center  for  the  Study  of  Values,  Department  of  Philosophy,  the  Visiting 
Women  Scholars  Program  of  the  Office  of  Women's  Affairs,  the  Office  of  the  Provost, 
the  Office  of  the  President,  and  the  Faculty  Senate  Committee  on  Cultural  Affairs 
and  Public  Events.  In  addition,  the  series  is  sponsored  by  the  Governor's  Health 
Resources  Management  Council  and  has  been  partly  funded  by  a grant  from  the 
Delaware  Humanities  Forum  in  cooperation  with  the  National  Endowment  for  the 
Humanities. 

Facilities  are  designed  to  be  accessible  by  handicapped  persons. 
Interpretation  for  hearing  impaired  persons  will  be  provided. 

For  more  information  call  Doris  Williams,  College  of  Nursing, 
302  • 451  ■ 8361 
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Health  Plan 


Though  the  invasion  of  Panama  by  the  United 
States  pre-empted  the  focus  of  the  news  from 
health  to  war  that  third  week  in  December,  I 
believe  we  can  all  be  pleased  that  Governor 
Michael  N.  Castle  accepted  our  suggestion,  spon- 
sorship and  support  for  his  “Health  Plan  for  the 
1990s.” 

The  Governor’s  Health  Plan  is  targeted  to 
several  of  the  high  risks  reported  for  Delaware: 

1.  Prevention  and  Health  Promotion,  to  include 
a Governor’s  Committee  on  Lifestyle  and 
Fitness; 

2.  Infant  Mortality  and  Maternal  Health; 

3.  Cancer;  and 

4.  Extending  Health  Care  and  Medical  Service 
to  all  Delawareans. 

In  announcing  his  Health  Plan,  the  Governor 
noted  that  if  you  take  a random  sample  of  100 
Delawareans,  you  can  expect  that: 

* 24  will  be  hypertensive. 

* 50  will  have  high  cholesterol. 
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* 28  regularly  smoke. 

* 60  do  not  wear  seat  belts  regularly. 

* 10  are  heavy  drinkers. 

* 26  are  overweight  by  20  percent  or  more. 

This  shopping  list  of  harmful  lifestyles  picked 
up  on  the  years  of  frustration  of  the  medical  com- 
munity, who  individually  and  collectively  have 
been  battling  these  unhealthy  lifestyles  for 
decades.  The  Governor’s  appeal  to  mobilize  the 
entire  citizenry  may  have  the  potential,  if  people 
pay  attention,  to  have  an  impact. 

The  message  by  the  Governor  was  also  impor- 
tant in  one  other  aspect  because  it  addressed  two 
resolutions  passed  a month  earlier  by  our  House 
of  Delegates:  ( 1 ) to  create  a Department  of  Health 
and  (2)  to  improve  access  to  medical  care  by  the 
uninsured.  The  Governor  said,  “I  am  offering  my 
commitment  to  using  my  position  to  support  im- 
provements in  health  access  for  all  citizens.”  He 
also  noted  that  he  had  appointed  his  Secretary 
of  Finance,  Steve  Golding,  to  head  up  a Task  Force 
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to  develop  recommendations  for  Delawareans 
without  health  insurance,  with  the  report  due  in 
May  1990.  And,  he  outlined  the  responsibilities 
of  the  Division  of  Public  Health  in  its  current  and 
expanding  role  as  a Division  of  the  Department 
of  Health  and  Social  Services. 

All  of  this  news  is  encouraging  to  us  and  sup- 
ports our  definition  of  “Partnership”  as  I de- 
scribed it  on  these  pages  in  the  February  issue. 


William  H.  Duncan,  M.D. 
President 


What  can  you  do  for  a patient 
who  is  unable  to  return  to  work 
because  of  injury  or  illness? 

You  can  refer  your  patient  to  the 
Work  Hardening  Program  at 
the  Delaware  Curative  Workshop. 


A.  DELAWARE 

V^cuwvnvE 

^ \ WORKSHOP 

(302)  656-2521  *1600  Washington  Street  • Wilmington,  DE  1 9802 


1833, 


Qualifications: 


DIRECTOR  STUDENT  HEALTH  SERVICE 

The  University  of  Delaware,  state  assisted,  land-grant  University,  invites 
applications  for  the  position,  Director  of  the  Student  Health  Service.  The 
University  is  located  in  Newark,  Delaware,  a college  community  of  about 
25,000  population,  halfway  between  Philadelphia  ana  Baltimore. 

The  Director  reports  to  the  Vice  President  for  Student  Affairs  and  is 
responsible  for  the  direction  and  management  of  the  Student  Health  Service. 
The  Service  is  an  ambulatory  care  facility  staffed  by  over  60  physicians, 
psychiatrists,  nurses,  technicians,  health  educators  and  staff.  Services  are 
provided  to  15,000  students. 

MD  or  DO  required,  3 or  more  years  administrative  supervisory  experience  in 
student  health  service  or  group  medical  practice.  Strong  interpersonal, 
communication  and  management  skills.  Eligible  to  practice  in  State  of 
Delaware  and  active  DEA  number. 


STARTING  DATE:  JULY  1 , 1 990 

First  review  of  applications  March  15,  1990.  Recruitment  will  continue  until  position  is  filled. 

Send  letter,  vitae,  and  three  letters  of  reference  to: 

Dr.  John  B.  Bishop,  Chair, 

Student  Health  Screening  Committee, 

109  Hullihen  Hall, 

University  of  Delaware,  Newark,  DE  19716. 

The  University  of  Delaware  is  an  equal  opportunity  employer  which  encourages  applications  from 
minority  groups  and  women. 
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GRAND  ROUNDS 


INFLUENZA 


Influenza  is  an  acute  infectious  disease  usually 
manifested  by  the  abrupt  onset  of  fever,  sore 
throat,  and  a non-productive  cough.  It  is  often 
associated  with  extreme  malaise  and  myalgia. 
Unlike  the  common  cold,  coryza  is  not  a usual 
manifestation  of  influenza  (Table  1).  There  may 
be  associated  chills,  rigors,  headache,  and  retro- 
orbital  pain.  Physical  examination  is  often  non- 
specific; conjunctival  and  posterior  pharyngeal 
injection  are  the  prime  manifestations.  In  un- 
complicated cases,  the  lung  examination  is 
normal. 

In  healthy  individuals  influenza  symptoms 
resolve  within  a week.  Elderly  persons  and  per- 
sons with  chronic  illnesses,  however,  are  at  in- 
creased risk  of  complications  from  influenza 
(Table  2)  including  pneumonia,  myocarditis, 
myositis,  and  central  nervous  system  involve- 
ment.1 Pneumonia  and  influenza  together  con- 

Dr.  Collier  is  Assistant  Program  Director,  Department  of  Medicine,  and  a 
member  of  the  Provisional  Staff,  Section  of  Internal  Medicine,  Medical  Center 
of  Delaware. 

Dr.  Reinhardt  is  Assistant  Chairman,  Department  of  Medicine  and  a member 
of  the  Associate  Staff,  Section  of  Infectious  Disease,  Medical  Center  of  Delaware. 

Dr  Holloway  is  a member  of  the  Senior  Staff,  Department  of  Medicine,  Medical 
Center  of  Delaware. 

Presented  at  Medical  Grand  Rounds,  Department  of  Medicine,  Medical  Center 
of  Delaware,  December  21,  1989. 
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stitute  the  leading  infectious  cause  of  death  in 
the  elderly.2 

Influenza  virus,  the  etiologic  agent,  exists  in 
three  antigenic  types,  A,  B,  and  C.  Of  the  three, 
only  influenza  A and  B appear  to  cause  epidemics 
in  humans.  Influenza  viruses  are  further 
classified  into  subtypes  based  on  the  glycoprotein 
spikes  H (hemagglutination)  and  N 
(neuraminidase)  on  the  surface  of  the  virion. 
Three  H antigenic  types,  HI,  H2,  and  H3,  and 
two  neuraminidase  types,  N1  and  N2  are 
associated  with  epidemics  of  influenza.  Both  of 
these  surface  antigens  may  vary  with  time  so 
that  minor  changes  (antigenic  drift)  and  major 
changes  involving  the  appearance  of  new  H or  N 
antigens  (antigenic  shift)  appear  periodically. 
Antigenic  drift  or  variation  appears  to  be  a com- 
mon occurrence  in  both  influenza  A and  B 
viruses  whereas  antigenic  shift  occurs  primari- 
ly with  influenza  A viruses. 

In  most  individuals,  immunity  to  these  H and 
N antigens,  either  acquired  or  induced,  reduces 
the  chances  of  infection  or,  when  infection  does 
occur,  lessens  the  severity  of  disease.  Because  of 
antigenic  variation  or  shift,  however,  epidemics 
of  influenza  continue  to  occur,  in  spite  of  previous 
infection  or  vaccination. 
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Symptoms 

Cold 

Flu 

Fever 

Rare 

Characteristic.  High 
(102-104  F.).  Sudden 
onset,  lasts  3-4  days. 

Headache 

Rare 

Prominent. 

General  Aches 

Slight 

Usual;  often  quite 
severe 

Fatique,  Weakness 

Mild 

Extreme;  can  last 
2-3  wks. 

Prostration 

Never 

Early  and  prominent. 

Runny  Nose 

Common 

Sometimes. 

Sneezing 

Usual 

Sometimes. 

Sore  Throat 

Common 

Sometimes. 

Chest  Discomfort, 

Mild  to 

Common;  can  be 

Cough 

moderate 

severe 

Table  1 . Comparison  of  symptoms  of  the  common  cold 
and  influenza. 

Adapted  from  Influenza  Alert  1987;  p.  16.  Reproduced 
with  permission  of  Professional  Postgraduate  Services, 
Inc.,  Secaucus,  New  Jersey. 


Current  recommendations  for  influenza 
control  have  been  widely  published.34  Im- 
munoprophylaxis with  whole  or  split  virus  vac- 
cine is  strongly  recommended  for  high  risk 
groups,  including  the  elderly  (greater  than  65 
years  of  age),  residents  of  nursing  homes  or  other 
chronic  care  facilities  regardless  of  age,  and  per- 
sons with  chronic  diseases,  particularly  of  the 
cardiorespiratory  systems.  To  reduce  the 
incidence  of  febrile  reactions,  the  split  virus  vac- 
cine is  recommended  for  children.  The  1989-90 
vaccine  contains  one  inactivated  type  B strain 
and  two  inactivated  type  A strains,  which  repre- 
sent strains  which  have  recently  circulated 
worldwide  and  are  believed  likely  to  cause 
disease  in  the  United  States  in  1989-90. 

Epidemics  of  influenza  usually  occur  from  late 
autumn  to  early  spring  and  may  last  for  a month 
or  more.  For  this  reason,  it  is  currently  recom- 
mended that  influenza  vaccinations  be  given  in 
the  mid  to  late  fall  so  that  immunity  will  persist 
throughout  the  period  of  potential  infection.  If 
vaccinations  have  not  been  given  and 
documented  cases  of  influenza  do  occur  within  a 
community,  strong  consideration  should  be  given 
to  the  immediate  vaccination  of  high  risk  in- 
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dividuals.  Immunity  after  vaccination  occurs 
within  two  weeks.  Chemoprophylaxis  with 
amantadine  as  recently  outlined,4  effective  for 
influenza  A,  should  also  be  considered.  The 
potential  side  effects  of  this  drug,  particularly  in 
the  elderly,  should  be  kept  in  mind. 

Janet  Clark,  PhD:  One  of  the  most  important 
aspects  of  diagnosing  influenza  infection  is  ob- 
taining virus  infected  cells.  Nasal  washings,  ob- 
tained by  instilling  saline  into  the  nasal  cavity, 
are  the  preferred  method.  Adult  patients, 
however,  find  this  technique  uncomfortable. 
Alternatively,  throat  washings,  obtained  by  hav- 
ing the  patient  gargle  with  saline,  or 
nasopharyngeal  or  throat  swabs,  can  be  sent  to 
the  Virology  Laboratory.  If  nasopharyngeal  or 
throat  swabs  are  used,  they  must  be  sent  to  the 
laboratory  in  viral  transport  media,  a physiologic 
solution  which  keeps  the  cells  alive.  If  nasal  or 
throat  washings  are  obtained,  they  can  be  sent 
directly  to  the  lab  without  viral  transport  media 
as  long  as  they  are  received  in  the  lab  within  an 
hour  of  the  time  they  are  obtained.  As  a general 
rule,  it  is  also  good  technique  to  send  specimens 
on  wet  ice.  The  cells  survive  better  on  ice,  and  this 
will  counteract  the  effects  of  transport  delays. 

In  the  lab,  the  samples  are  vortexed  to  destroy 
infected  cells  and  release  the  virus,  and  then  cen- 
trifuged to  eliminate  cellular  debris  and  bacteria 
which  can  kill  tissue  culture  cells.  After  this 
stage,  the  supernatant  formerly  was  put  into 
tissue  culture  tubes  containing  monkey  kidney 
cells.  With  this  technique,  however,  it  takes  up  to 
a week  for  adequate  viral  replication  to  occur. 
Thereafter  with  older  techniques  the  exact  virus 
was  identified  through  the  use  of  anti-sera.  This 
also  is  a laborious,  time  consuming  method.  By 
the  time  the  virus  is  identified  using  these  older 
techniques,  the  patient  is  usually  well. 

Within  the  past  several  years,  two  new  tech- 
niques have  become  commercially  available 
which  allow  for  the  rapid  diagnosis  of  influenza 
infection.  First,  the  supernatant  is  now  placed  in 
a vial  containing  a glass  cover  slip  at  the  bottom 
on  which  tissue  culture  and  cells  are  growing.  For 
unclear  reasons,  this  facilitates  the  growth  of  the 
virus.  After  48  hours,  there  are  usually  enough 

Dr.  Clark  is  Clinical  Virologist,  Medical  Center  of  Delaware. 
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virus  in  the  cells  to  allow  for  diagnosis.  Second- 
ly, rather  than  using  specific  anti-sera  to  identify 
viruses,  we  now  use  monoclonal  antibodies.  We 
have  specific  antibodies  tagged  with  fluorescent 
dye  which  allow’  us  to  identify  influenza  A or  B 
(without  identifying  the  specific  subtypes),  RSV, 
and  all  three  parainfluenza  viruses.  With  these 
new  techniques,  then,  results  are  available  from 
our  Virology  Laboratory  in  48  hours.  Positive 
specimens  are  also  sent  to  the  Delaware  Public 
Health  Laboratories  for  subtype  identification 
with  anti-sera. 

A physician:  Can  this  be  done  at  Wilmington 
as  well  as  Christiana?  Can  it  be  done  in  the 
evening? 

Dr.  Clark:  Specimens  should  be  obtained  in  the 
morning  so  that  the  cells  will  be  alive  when  the 
sample  is  received  in  the  laboratory.  Specimens 
obtained  at  the  Wilmington  Hospital  are 
transported  to  Christiana  for  culture,  and 
generally  the  cells  survive  if  the  specimens  are 
on  ice.  Another  important  aspect  of  diagnosing 
influenza  is  that  specimens  should  be  obtained 
early  in  the  course  of  a patient’s  illness.  After  a 
week,  there  is  usually  no  live  virus  remaining  in 
infected  individuals. 

Dr.  Reinhardt:  Some  of  the  diagnostic, 
management,  and  epidemiologic  principles 
regarding  influenza  are  illustrated  by  the  clinical 
vignettes  presented  below. 

Case  #1 

A 59-year-old  chemical  company  salesman 
returns  from  Peru  and  within  48  hours  is  admit- 
ted to  the  Intensive  Care  Unit  with  “bilateral 
pneumonia.”  A nasopharyngeal  washing  for  in- 
fluenza, obtained  shortly  after  admission,  is 
positive  in  48  hours.  How  would  you,  as  attending 
physician,  next  proceed? 

Dr.  Holloway:  Initially,  as  far  as  possible,  admis- 
sions to  the  intensive  care  unit  should  be  discon- 
tinued when  there  is  a known  case  of  influenza 
within  the  unit.  Health  care  workers  in  the  unit 
should  be  immunized  with  influenza  vaccine,  and 
consideration  should  be  given  to  their  taking 
amantidine  prophylaxis.  Amantidine  is  only  ef- 
fective for  influenza  A but  can  be  used  presump- 
tively since  this  is  the  isolate  in  our  community 
so  far.  With  respect  to  health  care  workers,  this 
case  illustrates  an  important  principle,  however. 
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Pneumonia 

Primary  influenza  pneumonia 
Bacterial  pneumonia 
Mixed  pneumonia 

Myocarditis 

Myositis 

Central  nervous  system  involvement 

Encephalitis 
Cerebellar  ataxia 
Guillain-Barre  syndrome 

Table  2.  Complications  of  influenza. 

Adapted  from  Dolin,  R.  Influenza:  current  practices  in 
prevention  and  treatment.  J Resp  Dis  1989;10(12A):S17. 
Reproduced  with  permission  from  Cliggott  Publishing  Co., 
Greenwich,  Connecticut. 


These  individuals  should  have  already  been  im- 
munized against  influenza.  This  represents  good 
medical  practice.  Persons  who  are  immunized  for 
influenza  have  the  same  seroconversion  rates  as 
those  w'ho  are  not  immunized,  but  they  have  a 
reduced  rate  of  clinical  infection.  Therefore,  im- 
munized individuals  do  not  usually  transmit  the 
disease.  In  addition,  there  has  been  at  least  one 
court  case  in  which  a cardiac  surgeon  was  found 
liable  after  he  continued  to  care  for  his  patients 
in  spite  of  having  influenza. 

Other  patients  in  the  unit  may  be  candidates 
for  amantidine;  however,  in  elderly  patients 
amantadine  carries  some  risk.  There  have  been 
reports  in  the  literature  of  controlled  studies  in 
w’hich  elderly  patients  who  received  amantadine 
as  prophylaxis  against  influenza  had  increased 
mortality  when  compared  to  a similar  group  of 
patients  receiving  placebo.5 

This  case  illustrates  another  important  aspect 
of  influenza-related  illness.  The  diagnosis  of  in- 
fluenza can  be  made  during  the  course  of  the  illness 
using  the  techniques  described  by  Dr.  Clark. 

Case  #2 

A 50-year-old  male  physician,  a diabetic, 
developed  a flu-like  illness  in  the  winter  with  up- 
per respiratory  symptoms  and  fever.  He  treated 
himself  with  tetracycline,  but  his  symptoms 
worsened,  and  he  developed  a staphylococcal 
pneumonia,  which  was  almost  fatal.  He  had  not 
been  previously  immunized  against  influenza. 
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Dr.  Holloway:  This  patient  made  three  serious 
mistakes.  First,  he  had  not  received  influenza 
vaccine.  As  a health  care  worker,  he  should  have 
been  immunized  in  the  late  fall  as  I have  already 
discussed.  Second,  he  treated  himself,  which 
physicians  and  other  health  care  professionals 
should  guard  against.  Third,  he  took  a 
tetracycline  antibiotic.  There  is  now  convincing 
data  that  the  use  of  tetracyclines  in  patients  who 
have  influenza  may  increase  the  possibility  of 
staphylococcal  or  other  bacterial  superinfec- 
tion/pneumonia.b This  patient  fortunately  sur- 
vived, is  no  longer  his  own  physician,  receives 
influenza  vaccine  each  year  and  avoids 
tetracycline  antibiotics. 

I cannot  emphasize  enough  the  importance  of 
influenza  vaccination.  Multiple  studies  have  une- 


quivocally demonstrated  its  clinical  utility.  In  the 
most  recent  study  looking  at  this  issue,  during  a 
documented  outbreak  of  Influenza  A/Arizona/82 
(TEN  ),  respiratory  illness  was  significantly 
more  common  in  a group  of  nursing  home  pa- 
tients who  were  unvaccinated.1  In  addition,  the 
mortality  rate  of  the  nursing  home  patients  who 
were  vaccinated  was  59%  lower  than  in  the  un- 
vaccinated group.8  In  an  earlier  study,  one-half 
of  450  residents  of  a nursing  home,  with  a mean 
age  of  84  years,  accepted  annual  influenza  vac- 
cination during  three  consecutive  influenza 
seasons.  The  attack  rate  of  pneumonia  was 
similar  in  vaccinated  and  non-vaccinated  groups; 
however,  during  the  two  seasons  when  influenza 
was  documented  to  be  present  in  the  communi- 
ty, pneumonia  deaths  were  three  times  more  com- 
mon in  the  non-vaccinated  group.9 
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Not  only  does  influenza  predispose  to  typical 
bacterial  pneumonias  such  as  staphylococcal 
pneumonia,  but  more  unusual  complications  can 
also  occur.  Influenza-associated,  invasive 
pulmonary  aspergillosis  in  previously  healthy 
adults  has  been  reported.10  In  addition,  toxic 
shock  syndrome  complicating  influenza-like  ill- 
ness has  been  described."  In  both  situations,  the 
mortality  rate  exceeded  50%. 

Eds.  Note:  Influenza  A has  been  isolated  in 
specimens  obtained  from  both  pediatric  and 
adult  patients  at  the  Medical  Center  of  Delaware 
in  January.  The  Delaware  Public  Health 
Laboratories  confirms  that  all  isolates  are  in- 
fluenza type  A/Shanghai.  Surveillances  of  in- 
dustry and  schools  suggest  widespread  disease 
which  has  not  reached  epidemic  proportions  in 
the  state  of  Delaware. 
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SPECT 


An  Update  and  Review  of  Clinical  Indications 


Michael  G.  Velchik,  M.D. 


INTRODUCTION 


This  manuscript  reviews  the  pertinent  aspects 
of  single  photon  emission  computed  tomography 
(SPECT)  and  provides  the  reader  with  an  updated 
view  of  its  advantages  and  limitations  with 
respect  to  specific  clinical  indications.  SPECT 
(single  photon  emission  computed  tomography) 
is  a Nuclear  Medicine  technique  that  usually 
employs  a variety  of  radiopharmaceuticals,  a 
rotating  Anger  (gamma)  camera  (single  or  multi- 
head) and  a computer  in  order  to  produce  images 
representing  slices  through  the  body  in  different 
planes  (transaxial,  sagittal,  and  coronal). 

Contrary  to  conventional  planar  scintigraphy 
which  produces  a two-dimensional  image  of  a 
three-dimensional  organ  by  obtaining  informa- 
tion in  only  one  projection  at  a time,  SPECT  is 
capable  of  integrating  information  from  multiple 
projections  with  the  aid  of  a computer  in  order  to 
reconstruct  a three-dimensional  image  that  may 
subsequently  be  reformatted  or  sliced  in  the 
transaxial,  coronal  or  sagittal  plane  similar  to 
CT  and  MRI.  This  tomographic  approach 
necessarily  results  in  improved  contrast  (5-8X), 
lesion  detection  and  localization  as  might  have 
been  anticipated  by  removing  superimposed 


Dr  Velchik  is  an  Assistant  Professor  of  Radiology,  Department  of  Radiology,  Divi 
sion  of  Nuclear  Medicine  at  The  Hospital  of  the  University  of  Pennsylvania  in 
Philadelphia,  Pennsylvania. 
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radioactivity  from  the  3rd  dimension.  Thus,  in 
general,  SPECT  frequently  has  improved 
sensitivity  and  accuracy  compared  to  planar 
scans. 

Like  other  Nuclear  Medicine  scans,  SPECT  im- 
ages are  functional  in  nature  rather  than  being 
purely  anatomical  such  as  US,  CT,  and  MRI. 
Although  SPECT  does  provide  anatomical  infor- 
mation, its  spatial  resolution  is  inferior  to  that 
of  CT  or  MRI.  Whereas  all  structures  in  the  field 
of  view  are  imaged  with  US,  CT,  and  MRI,  only 
the  target  organ  is  visualized  with  a SPECT  scan. 
Although  this  tends  to  concentrate  one’s  atten- 
tion on  the  organ  of  interest,  it  may  be  a disad- 
vantage in  that  pain  may  be  referred  from  adja- 
cent abnormal  organs  that  are  not  visualized. 

INSTRUMENTATION 

The  origin  of  SPECT  dates  back  to  the  1960s 
during  which  time  David  Kuhl  and  co-workers  at 
the  University  of  Pennsylvania  laid  the  founda- 
tion for  both  emission  (ECT)  and  transmission 
computed  tomography  (TCT)  as  we  know  them  to- 
day by  developing  the  necessary  instrumentation 
and  interfacing  it  to  a computer.  ECT  is  a 
shortened  abbreviation  for  SPECT  and  em- 
phasizes the  fact  that  the  radioactivity  utilized 
in  this  Nuclear  Medicine  technique  emanates  or 
is  emitted  from  within  the  body  usually  after  an 
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intravenous  injection.  This  is  in  contradistinction 
to  TCT  or  CT  where  an  x-ray  beam  is  generated 
from  an  x-ray  tube  and  is  transmitted  through 
the  patient  where  it  is  differentially  attenuated 
by  the  tissues  in  the  body  as  the  x-ray  tube  en- 
circles the  patient.  In  CT  the  detectors  are  usual- 
ly stationary  in  the  form  of  a ring  encircling  the 
patient  whereas  in  SPECT,  the  detector/s  (camera 
head/s)  rotates  around  the  patient.  Some  newer 
SPECT  units  have  stationary  detectors  in  the 
form  of  a ring  similar  to  CT.  This  obviously 
eliminates  the  complexities  associated  with  a 
rotating  detector,  but  increases  the  cost  of  the 
unit  considerably.  Both  CT  and  SPECT  obtain 
data  (transmission  and  emission,  respectively) 
from  multiple  projections  and  then  a computer  is 
used  to  reconstruct  the  information  by  means  of 
mathematical  algorithms  (Fourier  Transform) 
that  use  attenuation  corrected  filtered  back- 
projection  to  form  an  image. 

A conventional  Nuclear  Medicine  camera  is 
sometimes  called  an  Anger  camera  (after  its  in- 
ventor), or  gamma  camera  (because  of  the  type  of 
radiation  it  detects),  or  scintillation  camera  (due 
to  the  process  of  light  production  by  the  interac- 
tion of  a gamma  ray  and  thallium-activated 
sodium  iodide  crystal),  or  LFOV  (Large  Field  of 
View)  camera.  The  head  of  an  Anger  camera 
consists  of  a collimator,  which  has  multiple 
parallel  lead  or  tungsten  septa,  that  acts  like  a 
lens  by  focusing  the  camera’s  field  of  view  and  ab- 
sorbing scattered  gamma  rays.  Only  the  photons 
that  are  parallel  to  the  collimator  holes  are  per- 
mitted to  pass  through  and  hit  the  next  part  of 
the  camera,  a thallium-activated  sodium  iodide 
crystal  (0.25-0.5  inch  thick;16-21  inches  in 
diameter).  This  thickness  is  optimal  for  the  gam- 
ma energies  of  most  radionuclides  employed  in 
Nuclear  Medicine,  especially  technetium 
(Tc-99m)  which  is  used  in  the  vast  majority  of 
scans  and  has  a photon  energy  of  140  KeV.  The 
thicker  the  crystal,  the  better  the  sensitivity.  The 
thinner  the  crystal,  the  better  the  resolution. 
When  a gamma  ray  hits  the  crystal,  light  is  pro- 
duced by  means  of  photoelectric  and  compton  in- 
teractions. This  light  (scintillation)  is  detected 
and  converted  into  an  electronic  signal  by  a series 
of  37  to  91  photomultiplier  tubes  which  are  op- 
tically coupled  to  the  crystal  by  means  of  silicone 
gel.  This  position  coded  electronic  signal  is  pro- 
cessed by  an  analog-to-digital  converter  and 
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amplified  by  a series  of  preamplifiers  and 
amplifiers.  The  signal  is  then  interfaced  to  a com- 
puter and/or  cathode  ray  tube  where  the  position 
coded  information  is  stored  and  displayed  for 
later  processing  or  photographing. 

The  conventional  camera  was  converted  into  a 
SPECT  camera  by  modifications  of  the  gantry, 
imaging  table,  and  computer.  A special  counter- 
balanced gantry  and  extended  imaging  table  per- 
mit the  camera  to  rotate  180-360°  around  the  pa- 
tient, in  a circular  or  preferably  an  elliptical 
(patient-contour)  orbit,  either  continuously  or  at 
specified  intervals  (step-and-shoot),  thereby  ob- 
taining a series  of  images  of  the  patient  from  dif- 
ferent angles.  In  the  step-and-shoot  mode,  one 
typically  obtains  60  projections,  every  6°,  for  30 
seconds  each  (total  scan  time  = 30  minutes).  The 
information  from  these  different  projections  is  ac- 
quired in  a 64  x 64  (or  128  x 128)  matrix,  proc- 
essed, and  reconstructed  into  a final  three- 
dimensional  set  of  data  which  may  then  be  sliced 
in  orthogonal  planes  as  previously  described.  In 
order  to  enhance  sensitivity  and  perhaps  reduce 
imaging  time  or  improve  image  quality,  there  has 
been  a trend  in  increasing  the  number  of  camera 
heads  (2,  3,  or  4).  However,  this  is  at  the  expense 
of  increased  complexity  and  cost.  As  might  be  ex- 
pected, rotating  the  camera  head  also  increases 
complexity  and  decreases  electronic  stability  due 
to  magnetic/gravitational  effects.  This  has  led  to 
attempts  to  improve  the  mechanical  stability  of 
gantries  and  eventually  to  the  total  elimination 
of  mechanical  motion  by  the  development  of  ring 
detector  systems  which  resemble  CT  or  MRI 
scanners.  Unfortunately,  the  trade-off  for  this  is 
increased  expense  due  to  the  increase  in  numbers 
of  detectors. 

QUALITY  ASSURANCE 

The  added  complexity  of  SPECT  systems  has 
necessarily  resulted  in  more  stringent  quality 
control  requirements  than  are  necessary  for  a 
conventional  planar  camera.  Any  deficiency  in 
the  camera  head  itself  is  propagated  and 
multiplied  by  the  rotational  reconstruction  proc- 
ess. Important  considerations  include:  uniform- 
ity, linearity,  center  of  rotation,  energy  resolu- 
tion, spatial  resolution,  sensitivity,  and  angular 
dependence.  A detailed  discussion  of  these  impor- 
tant parameters  is  beyond  the  scope  of  this  brief 
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manuscript.  For  additional  information  the 
reader  is  referred  to  the  references.1 1,2 14  01  The 
added  complexity  of  SPECT  systems  increases 
; their  cost  and  maintenance  (the  greater  the 
I complexity,  the  more  likely  are  malfunctions  and 
breakdowns).  In  addition,  in  an  effort  to  increase 
| sensitivity,  improve  image  quality  and  decrease 
imaging  time,  there  has  been  a tendency  toward 
increasing  the  number  of  camera  heads  on 
dedicated  SPECT  systems  which  in  turn  in- 
creases their  complexity.  Unfortunately,  two  (or 
three)  heads  are  not  always  better  than  one  when 
it  comes  to  quality  control  and  maintenance.  The 
future  of  SPECT  probably  lies  in  dedicated  ring 
systems  (similar  to  PET  & CT)  which  eliminate 
the  mechanical  and  gravitational  problems 
associated  with  the  gantries  of  rotating  cameras. 

All  new  cameras  must  be  tested  for  accuracy 
after  installation,  and  after  the  new  camera  has 
passed  all  specifications,  routine  quality  control 
should  be  performed  to  ensure  its  continued  op- 
timal performance. 

CLINICAL  INDICATIONS 

Since  its  initial  introduction,  SPECT  has  been 
found  to  be  clinically  useful  in  imaging  the  brain, 
spine,  heart,  liver,  and  kidneys.  Compared  to  con- 
ventional planar  imaging,  SPECT  improves  im- 
age contrast  (5-8x),  lesion  localization,  and  has 
the  potential  for  3-D  display  and  quantitation. 
Once  the  SPECT  scan  is  completed,  the  three- 
dimensional  data  set  can  be  viewed  as  a rotating 
3-D  display  or  sliced  in  various  planes  (coronal, 
sagittal,  transaxial).  These  advantages  usually 
translate  into  improved  sensitivity,  specificity, 
and  accuracy  in  clinical  applications. 

SPECT  imaging  has  certain  requirements  with 
respect  to  the  patient,  the  radiopharmaceutical 
employed  and  its  distribution  within  the  patient 
that  must  be  satisfied  for  optimal  performance. 
The  radiopharmaceutical  should  have  a photon 
energy  between  100  — 200  KeV.  Radionuclides 
with  lower  energies  are  significantly  affected  by 
tissue  attenuation  resulting  in  a low  photon  flux 
and  insufficient  photon  detection  statistics. 
Alternatively,  radionuclides  with  high  energies 
(>200  KeV)  require  heavier  collimators  that 
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introduce  gantry  problems  for  camera  head  rota- 
tion. Furthermore,  these  photons  may  pass  right 
through  the  thin  (0.25  in.)  sodium-iodide  crystal 
resulting  in  a low  detection  efficiency  and  poor 
statistics. 


The  half-life  of  the  radionuclide  should  be  just 
long  enough  to  permit  adequate  localization 
within  the  organ  of  interest  and  imaging  (4-8 
hours)  in  order  to  minimize  the  radiation  ex- 
posure of  the  patient.  The  radionuclide  should 
also  be  a pure  gamma  emitter  in  order  to 
minimize  radiation  exposure  of  the  patient.  The 
radiopharmaceutical  should  be  stable  for  at  least 
the  time  required  for  localization  and  imaging. 
If  the  radioactive  tag  used  for  imaging  dissociates 
from  the  carrier  portion  of  the  radiophar- 
maceutical which  determines  the  in-vivo 
localization,  one  will  not  be  imaging  that  which 
one  originally  intended  to  image.  Following  the 
same  reasoning,  the  distribution  of  the 
radiopharmaceutical  within  the  patient  and 
organ  of  interest  must  be  stable  for  the  duration 
of  the  imaging  procedure,  otherwise  artifacts  will 
be  introduced  during  SPECT  imaging,  (i.e.  the 
camera  will  “see”  a different  distribution  of 
radioactivity  by  the  time  it  rotates  around  the  pa- 
tient and  the  computer  will  be  unable  to  “make 
sense”  of  the  reconstruction).  One  would  like  to 
maximize  the  dose  administered  in  order  to  im- 
prove the  imaging  statistics;  however,  this  needs 
to  be  counterbalanced  by  an  effort  to  minimize 
the  radiation  exposure  of  the  patient.  Similarly, 
one  would  like  to  optimize  the  imaging  time  to 
maximize  imaging  statistics  but  this  necessarily 
increases  the  chance  of  patient  motion. 


The  patient  must  be  <300  lbs  in  weight  in 
order  to  be  supported  by  the  SPECT  imaging 
pallet  which  must  be  supported  at  one  end  in 
order  to  permit  the  camera  to  rotate  completely 
around  the  patient.  The  patient  must  be  able  to 
lie  still  for  the  entire  imaging  period  (approx- 
imately 20  minutes).  Claustrophobia  is  general- 
ly not  a problem  with  single  or  even  dual  head- 
ed gamma  cameras,  although  it  may  become  a 
factor  with  three-headed  cameras  or  ring 
systems. 
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BRAIN 

Prior  to  the  introduction  of  computed 
tomography  in  1974,  the  conventional  nuclear 
brain  scan,  which  took  advantage  of  blood-brain- 
barrier  abnormalities  associated  with  brain 
pathology,  was  the  most  commonly  used  brain 
diagnostic  imaging  study.  However,  it  was  unable 
to  compete  with  CT  and  now  MRI  with  respect  to 
providing  anatomic  or  morphologic  information. 
Recently,  there  has  been  a resurgence  of  the 
nuclear  brain  scan  primarily  due  to  two 
developments:  (1)  SPECT  and  (2)  new  brain 
radiopharmaceuticals  (1-123-IMP,  Tc-99m- 
HMPAO,  Tc-99m-HIPDM). 

As  in  most  other  new  imaging  modalities, 
SPECT  was  initially  applied  to  brain  imaging. 
The  brain  is  a relatively  easy  structure  to  image. 
Since  it  is  located  at  one  end  of  the  body,  it  has 
very  little  surrounding  tissue  to  interfere  with 
imaging  (attenuation  & scatter),  and  is  relative- 
ly free  of  motion  (respiratory/cardiac/peristalsis). 

Imaging  in  Nuclear  Medicine  is  dependent  not 
only  upon  instrumentation,  but  also  radiophar- 
maceuticals that  localize  in  a certain  target 
organ  by  a specific  mechanism  of  uptake.  The 
radiopharmaceuticals  most  often  employed  for 
brain  imaging  today  include  1-123-IMP 
(N-isopropyl  I-123-p-iodoamphetamine; 
IOFETAMINE®  , SPECTAMINE®  -MEDI  + 
PHYSICS)  and  Tc-99m-HMPAO  (hexamethyl 
propyleneamine  oxime;  CERETEC® 
-AMERSHAM). 
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FIGURE  1:  THE  STRUCTURE  OF  IMP 

IMP  is  tagged  with  1-123  which  has  good  imag- 
ing properties  (159  KeV,  Tl/2=  13  hours)  that  are 
slightly  inferior  to  those  of  technetium.  IMP  is 
lipid  soluble  and  has  a high  extraction  fraction 
(nearly  100%  in  single  pass)  in  the  brain  where 
it  reaches  peak  activity  approximately  20 
minutes  after  intravenous  injection.  Brain  up- 
take (5-10%  of  injected  dose)  of  the  agent  is  pro- 
portional to  blood  flow  which  is,  in  turn,  usually 
coupled  to  metabolism.  Consequently,  the  gray 
matter  structures  are  better  visualized  since 
blood  flow  to  gray  matter  is  normally  4 times 
greater  than  to  white  matter.  Brain  concentra- 
tion and  distribution  is  also  probably  partially 
dependent  upon  amine  receptors.  A normal 
1-123-IMP  SPECT  scan  is  shown  in  Figure  2. 

Although  the  intracerebral  distribution  of  IMP 
is  stable  enough  to  permit  SPECT  imaging  (par- 
tially due  to  slow  release  from  the  lungs), 
metabolism  and  subsequent  washout  (1/3  in  1st 
hour)  of  the  agent  from  the  brain  have  been 
documented.  In  general,  this  is  a disadvantage 
with  respect  to  tomographic  imaging  as  previous- 
ly mentioned.  However,  it  may  provide  clinical- 
ly useful  information  in  the  case  of  cerebral 
ischemia  and  stroke  where  a “flip-flop”  or 
redistribution  phenomenon  may  occur  with 
delayed  imaging  similar  to  that  in  cardiac  imag- 
ing with  thallium. 

The  radiation  exposure  in  rads,  associated  with 
an  IMP  scan  (6  mCi  dose)  is  as  follows:  retina  4.7, 
bladder  2.5,  lungs  1.6,  liver  1.4,  brain  0.7,  testis 
0.4,  ovaries  0.5,  red  marrow  0.6,  and  whole  body 
0.52.  Potassium  iodide  is  usually  administered 
orally  prior  to  the  scan  to  minimize  its  exposure 
to  any  free  1-123  that  may  dissociate  from  the 
IMP.  Patients  are  encouraged  to  drink  fluids  and 
void  frequently  in  order  to  minimize  bladder 

Del  Med  Jrl,  Mar.  1990-Vol.  62,  No.  3 


SPECT-  Velchik 


- - V # 

• ••• 


Figure  2:  Transaxial 

• • •» 


( • i • W 

Hr  ■ ^ 

P Ijfc  (pfe 

Figure  2:  Sagital 

u Q 


« o a o 

o O 0 

• • • «* 

Figure  2:  Coronal 


exposure.  MAO  inhibitors  may  interfere  with  the 
scan  and  should  be  discontinued  two  weeks  prior. 

The  usual  dose  of  1-123-IMP  is  5 mCi.  Imaging 
(64  frames/360o  rotation  @ 30  sec/frame)  is  com- 
menced approximately  20  minutes  post-injection 
and  takes  about  20  minutes  to  complete.  A 
medium  energy  collimator  is  employed  because 
of  the  high  energy  impurities  (predominantly 
1-124)  within  the  radiopharmaceutical  prepara- 
tion (p,2n  reaction).  If  the  more  expensive  pure 
1-123  is  used,  a low  energy,  all-purpose  collimator 
may  be  substituted,  thereby  improving  sensitivi- 
ty considerably.  A general  principal  of  Nuclear 
Medicine  is  “the  closer  the  better”,  i.e.,  the  closer 
an  object  is  to  the  gamma  camera,  the  Better  it 
is  imaged.  One  major  limitation  in  SPECT  imag- 
ing of  the  brain  is  that  in  order  to  clear  the  pa- 
tient’s shoulders,  the  distance  of  the  rotating 
camera  from  the  brain  is  increased  significantly 
resulting  in  decreased  resolution  and  sensitivi- 
ty. A slant  hole  collimator  may  be  employed  in 
order  to  circumvent  this  problem. 


Figure  3:  THE  STRUCTURE  OF  HM-PAO 


Similar  to  IMP,  HM-PAO  is  highly  lipid  soluble, 
has  a high  extraction  efficiency  by  the  brain  and 
is  distributed  in  proportion  to  cerebral  blood  flow. 
However,  unlike  IMP,  HM-PAO  behaves  like  a 
chemical  microsphere,  i.e.,  its  intracerebral 
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distribution  is  fixed.  It  also  accumulates  much 
more  rapidly  (peak/plateau  within  2 minutes) 
compared  to  IMP  (peak  = 40  minutes).  This  is  an 
advantage  in  interventional  studies  and  in  ictal 
scans  for  epilepsy  since  the  distribution  of  the 
agent  will  be  “frozen  in  time’’  representing  the 
status  of  regional  cerebral  perfusion  during  the 
2 minute  period  after  injection.  Furthermore, 
since  its  distribution  is  fixed  and  no  wash-out  oc- 
curs, imaging  may  be  delayed  up  to  4 hours  post- 
injection. In  addition,  it  may  be  tagged  with 
technetium  resulting  in  optimal  imaging 
characteristics.  It  is  less  expensive  than 
1-123-IMP  and  readily  available  since 
technetium  is  eluted  from  a generator  whereas 
1-123  is  cyclotron  produced  and  must  be  ordered 
in  advance.  Normally,  15  mCis  are  injected  which 
is  3 times  the  dose  employed  for  IMP  scans 
resulting  in  3 times  the  photon  flux  and  therefore 
improved  imaging  statistics.  The  radiation  ex- 
posure is  less  with  Tc-99m-HMPAO  compared  to 
I- 123-IMP  for  the  same  administered  dose.  Alter- 
natively, more  HMPAO  may  be  injected,  thus 
resulting  in  the  same  radiation  exposure,  but 
superior  images.  Also,  the  preparation  is 
somewhat  unstable  and  tends  to  break  down  and 
dissociate  if  it  is  not  used  immediately  after 
preparation  . 

Current  clinical  indications  for  SPECT  imag- 
ing of  the  brain  include:  cerebrovascular  disease 
(especially  nonlacunar  stroke),  epilepsy,  carotid 
surgery  evaluation,  psychiatric  disorders  and 
dementia.  Nowadays,  CT  and  MRI  provide  the 
clinician  with  exquisite  anatomic  detail  and  mor- 
phologic information.  However,  they  do  not  pro- 
vide any  functional  information,  which  is  the 
primary  advantage  of  PET  (positron  emission 
tomography)  scans.  But  PET  is  expensive, 
unavailable,  requires  a nearby  cyclotron  to  pro- 
vide shortlived  positron  emitters,  and  is  current- 
ly restricted  primarily  to  research  applications 
since  it  is  not  yet  reimbursable  by  third-party 
payment. 

Alternatively,  SPECT  is  much  more  feasible 
since  it  is  readily  available,  much  less  expensive, 
and  provides  similar  functional  information.  In 
general,  functional  abnormalities  precede  mor- 
phologic change;  therefore,  studies  that  provide 
functional  information,  such  as  nuclear  medicine 
scans,  are  likely  to  be  more  sensitive  than 
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anatomic  studies,  especially  in  the  early  detec- 
tion of  acute  CNS  injury  such  as  stroke. 

CEREBROVASCULAR  DISEASE 

After  cardiovascular  disease  and  cancer, 
cerebrovascular  disease  is  the  third  most  fre- 
quent cause  of  death  in  the  U.S.  affecting  nearly 
0.5  million  Americans  and  accounting  for 
155,000  deaths  annually.  It  has  been 
demonstrated  that  in  the  first  2 days  after  an 
acute  stroke  (nonlacunar),  the  SPECT  scan  will 
be  abnormal,  whereas  the  CT  scan  will  be  normal 
initially,  only  becoming  abnormal  1—2  days  later. 
Furthermore,  functional  abnormalities  also  tend 
to  be  greater  in  size  than  the  corresponding 
anatomic  abnormality,  and  correlate  better  with 
the  neurologic  deficit.  The  extent  of  abnor- 
malities detected  by  SPECT  scan  are  usually 
larger  than  corresponding  CT  abnormalities  and 
correlate  better  with  the  patient’s  neurologic 
deficit  than  CT  scan  infarct  size  measurements. 
Thus,  SPECT  is  more  sensitive  then  CT  in  this 
circumstance  and  probably  provides  a more  ac- 
curate depiction  of  cerebral  pathology  sinceji 
reflects  regional  cerebral  blood  flow.  In  addition, 
the  I- 123-IMP  SPECT  scan  may  offer  prognostic 
information  by  differentiating  between  a cerebral 
infarct  (stroke)  and  ischemia  (TIAs)  by  means  of 
the  “redistribution  phenomenon”  which  only  oc- 
curs in  the  latter  (analogous  to  thallium  cardiac 
studies).6 ' This  has  obvious  important  implica- 
tions with  respect  to  patient  management  and 
appropriate  therapy  (candidate  selection  for 
revascularization).8  CT  has  been  of  little  use  in 
the  evaluation  of  patients  with  TIAs.  Further- 
more, Diamox®  (acetazolamide)  may  be 
employed  (much  the  same  way  as  dypiridamole 
(persantine)  is  used  in  thallium  scans)  to  evaluate 
cerebrovascular  reserve.9  SPECT  imaging  is,  in 
general,  insensitive  in  detecting  small  “lacunar” 
infarcts.10  11  SPECT  imaging  may  demonstrate 
“crossed-cerebellar  diaschisis”  (originally 
described  by  Baron  et  al'~  in  1980  in  PET  scans 
indicating  decreased  cerebellar  flow  and 
metabolism  contralateral  to  a supratentorial  in- 
farction supposedly  due  to  disruption  of  cor- 
ticopontine tracts)  and  “luxury  perfusion” 
(originally  described  by  Lassen11  in  1966  in- 
dicating increased  flow  in  excess  of  tissue 
metabolic  requirements  probably  due  to  regional 
metabolic  acidosis  resulting  in  vasodilatation). 
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An  arteriovenous  malformation  (AVM)  is  a 
benign  congenital  tumor  of  cerebral  blood  vessels 
that  may  result  in  intracerebral  hemorrhage, 
seizures,  or  steal.  These  vascular  lesions  may  be 
readily  detected  and  localized  by  SPECT  imag- 
ing which  can  also  identify  distant  regions  of 
hypoperfusion  related  to  the  vascular  steal 
phenomenon  induced  by  the  AVM. 

EPILEPSY 

Seizure  disorders  occur  in  1-2%  of  the  general 
population.  Approximately  1/2-2/3  of  patients 
with  partial  or  focal  epilepsy  are  refractory  to 
medical  therapy  and  require  localization  prior  to 
surgery.  MRI,  CT,  and  EEG  mapping  are  inade- 
quate in  a significant  proportion  of  patients.  PET 
has  proven  to  be  useful  in  many  of  these  patients 
because  of  the  functional  information  it  provides: 
epileptic  foci  show  increased  radioactivity  ictally 
and  decreased  activity  interictally  indicative 
of  increased  and  decreased  metabolism, 
respectively,  when  scanned  with  Fluorine- 
18-deoxyglucose.  Unfortunately,  as  previously 
discussed,  PET  scans  are  usually  only  available 
at  the  larger  university  hospitals.  It  is  expensive, 
complex  technology— requiring  a team  of 
physicists  and  a nearby  cyclotron.  Furthermore, 
the  short-lived  positron  emitters  pose  a problem 
for  the  performance  of  ictal  studies.  However, 
SPECT,  which  is  more  readily  available,  cost- 
effective  and  employs  single  emitting  ra- 
dionuclides of  longer  half-life,  has  proven  to  be  ef- 
ficacious for  the  localization  of  epileptic  foci. 
Similar  to  PET,  abnormal  foci  are  seen  as  areas 
of  increased  radioactivity  ictally  and  decreased 
radioactivity  inter-ictally.  HMPAO  is  especially 
useful  for  ictal  studies  since  it  can  be  injected  dur- 
ing a seizure  wherever  the  patient  happens  to  be 
located  at  the  time.  It  reaches  peak  activity 
within  the  brain  in  2 minutes  and  remains  fixed 
for  the  next  several  hours,  until  it  disappears  due 
to  radioactive  decay.  Since  it  is  distributed  as  a 
“chemical  microsphere,”  its  initial  intracerebral 
distribution  during  the  seizure  is  frozen  in  time 
and  imaging  may  be  performed  up  to  4 hours 
later,  when  the  seizure  has  resolved  and  the  pa- 
tient can  cooperate  for  the  scan.  The  distribution 
of  the  agent  at  4 hours  post-injection  still  reflects 
its  initial  distribution  during  the  seizure. 
Although  epileptic  foci  may  be  identified  either 
during  the  ictal  or  inter-ictal  phase,  evaluation 


of  the  extent  of  the  focus  is  better  achieved  dur- 
ing the  latter  phase  since  a “blooming  or 
spreading”  effect  may  occur  during  the  ictal 
phase.  Biersack  et  al  found  SPECT  to  be  superior 
to  CT  but  similar  in  sensitivity  to  MRI.14 
Diagnostic  accuracy  and  sensitivity  may  be  im- 
proved by  performing  the  scan  “off-medication” 
and  during  hyperventilation,  which  causes 
hypoperfusion  in  normal  brain  tissue  due  to 
autoregulation  which  is  lacking  in  epileptic  foci. 

DEMENTIA 

Dementia  affects  15%  of  people  over  the  age  of 
65  and  Alzheimer’s  disease  (AD)  accounts  for  ap- 
proximately 50%  of  these  individuals  and  50%  of 
nursing  home  patients  at  an  annual  cost  of  $20 
million.1516  AD  has  a characteristic  but  not 
pathognomonic  SPECT  scan  appearance  (similar 
to  PET):  biparietal  perfusion  deficits.  SPECT  im- 
aging may  become  important  not  only  in  the  ear- 
ly diagnosis  of  AD  but  also  in  monitoring  trials 
of  drug  therapy  quantitatively.17  CT  and  MRI 
findings  are  non-specific  showing  diffuse  atrophy 
and  ventricular  enlargement.  The  majority  of 
perfusion  defects  detected  by  SPECT  are  missed 
by  MRI. 

In  contrast,  multi-infarct  dementia  (MID)  ac- 
counts for  15-20%  of  demented  patients  and  is 
characterized  by  multiple  asymmetric  scattered 
focal  perfusion  defects.  The  distinction  between 
AD  and  MID  is  important  since  the  latter  may  be 
treated  with  anticoagulants  or  surgery  whereas 
there  is  no  proven  effective  treatment  for  AD. 

Huntington’s  disease  appears  as  bilaterally 
decreased  basal  ganglia  radionuclide  uptake  by 
SPECT  scanning,  especially  in  the  region  of  the 
caudate  nuclei.  Progressive  supranuclear  palsy 
is  characterized  by  frontal  lobe  cortical  defects  in 
association  with  asymmetric  basal  ganglia  up- 
take. The  vasculitis  and  cerebritis  associated 
with  lupus  may  produce  heterogeneous  uptake 
throughout  the  brain. 

Human  Immunodeficiency  Virus  (HIV)  has  a 
propensity  to  directly  invade  the  central  nervous 
system  in  addition  to  its  indirect  effects  caused 
by  secondary  opportunistic  infections  due  to  its 
immunosuppressive  effects.  Up  to  60%  of  AIDS 
patients  are  demented. 18  Clinical  studies  have 
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pUR  HEART'S  IN  THE  RIGHT  PLACE 

i old  standard  black  and  whites  ...  just  aren't  good  enough  anymore l 


fhis  2D  image  is  from  a patient  referred  to  D.  Same  patient  with  color  Doppler,  reveals  an 

for  the  evaluation  of  shortness  of  breath.  easily  appreciated  jet  of  aortic  insufficiency. 

The  first  lab  in  the  state  to  bring  you  Doppler  Echocardiography,  is  now  proud  to  be  the  first  to 
ntroduce  the  128  Channel  Computed  Sonography  System  from  Acuson.  128  channels  effectively 
iouble  the  clarity  and  quality  of  the  images  obtainable  from  the  standard  64  channel  systems  used 
h other  labs.  Images  such  as  the  ones  shown  above  are  provided  with  every  report. 


B.  Same  patient  with  color  Doppler, 
unmasks  a jet  of  mitral  regurgitation. 


Echocardiogram,  from  a patient  referred 
for  evaluation  of  a systolic  murmur, 
essentially  normal. 
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demonstrated  neurologic  disorders  in  40%  of 
AIDS  patients19  and  autopsy  studies  have  shown 
neuropathologic  abnormalities  in  90%  of  AIDS 
patients?0  CT  and  MRI  scan  are  frequently 
negative  whereas  SPECT  scans  show  asym- 
metric perfusion  abnormalities  in  the  parietal, 
temporal,  and  occipital  regions.21 

PSYCHIATRIC  DISORDERS 

SPECT  imaging  of  the  brain  may  have  a 
significant  impact  upon  the  differential  diagnosis 
and  categorization  of  psychiatric  disorders  and  in 
the  prediction  of  response  to  specific  types  of 
therapy.  CT  and  MRI  provide  morphologic  infor- 
mation and  are  primarily  useful  in  excluding  any 
anatomic  lesions  such  as  a brain  tumor,  that  may 
be  responsible  for  the  patient’s  abnormal 
behavior.  Until  recently,  PET  was  the  only  study 
that  could  provide  the  needed  functional  informa- 
tion in  these  patients.  However,  PET  is  complex, 
expensive,  requires  a nearby  cyclotron,  and  is  not 
readily  available.  SPECT  imaging  can  provide 
similar  functional  information  but  is  more  readi- 
ly available,  less  complex,  less  expensive  and 
doesn’t  require  a cyclotron.  The  categorization  of 
psychiatric  disorders  is  still  a diagnostic  dilem- 
ma, with  a spectrum  of  disease  being  present 
within  any  one  diagnostic  classification.  An  im- 
aging procedure  that  could  help  in  this  classifica- 
tion by  detecting  characteristic  functional  abnor- 
malities would  greatly  facilitate  the  treatment 
of  these  patients. 

SPECT  scans  in  schizophrenic  patients  have 
consistently  demonstrated  “hypofrontality”,  i.e., 
decreased  perfusion  in  the  frontal  lobes.  SPECT 
imaging  with  radiopharmaceuticals  specific  for 
dopamine  receptors  (spiperone,  raclopride,  IBZM, 
and  IBF)  has  shown  an  increase  in  dopamine  D2 
receptors  in  these  patients,  lending  support  to  the 
theory  that  dysfunction  of  the  dopamine  system 
may  be  a contributory  factor  in  schizophrenia. 
Receptor  specific  SPECT  imaging  has  tremen- 
dous potential  in  monitoring  and  predicting  the 
response  to  specific  drugs  in  these  patients.  Pa- 
tients with  depression  tend  to  show  globally 
decreased  perfusion  bv  I- 123-IMP  and  Tc99m- 
HMPAO  SPECT  imaging  whereas  manic  pa- 
tients often  show  an  increase  in  perfusion. 
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BONE 

SPECT  imaging  has  been  demonstrated  to  be 
a useful  supplement  to  the  conventional  planar 
bone  scan  in  scanning  the  temporomandibular 
joints  (TMJ),  lumbar  spine,  hips,  and  knees. 
SPECT  is  able  to  separate  overlying  structures 
that  normally  interfere  with  routine  planar 
scans  from  the  region  of  interest  which  is  the 
main  advantage  of  any  tomographic  study. 
SPECT  results  in  an  improvement  in  lesion 
localization,  contrast,  and  signal-to-noise  ratio 
thereby  increasing  sensitivity  and  accuracy. 

SPECT  is  more  sensitive  than  planar  scin- 
tigraphy or  radiography,  equivalent  to  ar- 
thrography and  correlates  better  with  symptoms 
than  MRI  in  imaging  the  TMJ. 22,23,24  Numerous 
studies  have  demonstrated  the  superiority  of 
SPECT  over  planar  scintigraphy  in  detecting 
spondylolysis  or  spondylolisthesis  of  the  lumbar 

spine  (Figure  4)  25,26  g}jzofski  et  a}27  have  shown 

SPECT  to  be  superior  to  radiography  in  the  detec- 
tion of  painful  pseudoarthrosis  of  the  lumbar 
spine  after  fusion. 


4.  Lumbar  Spine  Infection 

A.  Planar  scan:  A posterior  projection  of  the 
lumbar  spine  obtained  3 hours  after  the  IV  in- 
jection of  25  mCi  of  Tc-99m-MDP  is  normal. 
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B.  SPECT  scan:  A sagittal  recontruction  of 
the  lumbar  spine  shows  increased  radioactivi- 
ty in  the  region  of  L3-L4  (arrowhead)  consistent 
with  infection. 


acute  myocardial  infarction.  Its  sensitivity  is 
greater  chiefly  due  to  improved  contrast:  SPECT 
is  capable  of  detecting  subendocardial,  non-Q 
wave  (Mis)  1 gm  in  size  whereas  planar  scin- 
tigraphy can  only  detect  Q wave  infarcts  >3  gm 
in  size.  SPECT  is  better  at  localizing  the  abnor- 
mality due  to  its  cross-sectional  format.  SPECT 
also  provides  a more  accurate  estimate  of  infarct 
size  which  is  an  important  prognostic  parameter. 

TABLE  I:  PYROPHOSPHATE  SCINTIGRAPHY 


PLANAR 

SENSITIVITY  80-90% 

SPECIFICITY  50-70% 

MIN  MI  WT  3 gm 

MI  Q (TM) 

SIZE  EST  + (ANT) 


SPECT 

>90% 

80% 

1 gm 

Q+  NON-Q(SE) 

+H- 


SPECT  imaging  of  the  hips  and  pelvis  is  occa- 
sionally compromised  by  reconstruction  artifacts 
caused  by  the  progressive  accumulation  of  blad- 
der radioactivity  during  the  course  of  the  SPECT 
scan  that  usually  takes  20  minutes.  This  may  be 
partially  prevented  by  catheterization.  We  have 
shown  that  planar  scintigraphy  is  better  than 
radiography  in  imaging  AVN  of  the  hips;  however, 
MRI  is  slighty  better  than  scintigraphy:8  29 
SPECT  is  approximately  equivalent  to  MRI  in 
imaging  AVN  of  the  hip  and  is  more  cost-effective. 
Collier  et  al  have  found  SPECT  scintigraphy  to 
be  a sensitive  screening  examination  for  detec- 
ting and  evaluating  the  extent  of  knee  pathology 
(cartilage  damage,  synovitis,  meniscal  tears)  in 
patients  with  chronic  knee  pain.30  Although 
SPECT  is  very  sensitive  in  this  regard,  it  is  in- 
ferior to  MRI  with  respect  to  its  spatial  resolution 
and  definition  of  anatomy,  especially  the  soft 
tissues  (cartilage,  ligaments,  menisci)  of  the  knee. 

HEART 

SPECT  has  initially  been  most  widely  applied 
and  readily  accepted  in  cardiac  imaging,  especial- 
ly for  the  detection  of  acute  Mis  with  Tc- 
pyrophosphate  and  the  detection  of  CAD  with 
thallium. 

Tc-PYROPHOSPHATE  IMAGING: 

SPECT  is  superior  to  convential  planar  imag- 
ing in  the  detection,  localization,  and  sizing  of 
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THALLIUM  SCINTIGRAPHY: 

Quantitative  planar  scintigraphy  (horizon- 
tal/circumferencial  profiles)  is  clearly  superior  to 
qualitative  visual  analysis  of  planar  thallium 
scans.  Qualitative  analysis  of  SPECT  thallium 
scan  has  also  been  shown  to  be  superior  to 
qualitative  planar  scans.  However,  the  distinction 
between  quantitaive  SPECT  and  quantitative 
planar  scintigraphy  is  less  clear.  Although  there 
is  a trend  toward  improvement  in  sensitivity, 
specificity,  and  accuracy  in  going  from 
qualitative  to  quantitative  and  planar  to  SPECT, 
no  significant  overall  difference  has  yet  been 
demonstrated  in  a large  scale  study  between 
quantitative  planar  and  SPECT  scans.  Nohara  et 
al32  found  SPECT  to  be  superior  to  planar  scin- 
tigraphy in  the  detection  of  triple  vessel  CAD. 
Several  studies  have  shown  that  SPECT  is  bet- 
ter than  planar  scans  in  the  detection  of  remote 
myocardial  infarction.  In  general,  SPECT  is 
superior  in  the  detection  of  individual  coronary 
lesions,  determination  of  the  extent  of  disease 
and  localization. 

FUTURE  CARDIAC  SPECT  APPLICATIONS 

Several  new  cardiac  perfusion  agents  that  may 
potentially  benefit  from  SPECT  are  currently 
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under  investigation.  Several  new  technetium 
agents  (isonitriles)  are  actively  being 
pursued  because  of  the  advantageous  imaging 
properties  of  technetium,  including  Tc-MIBI 
(hexakis-2  methoxy-2-isobutyl  isonitrile;RP-30). 
Technetium  is  better  suited  for  SPECT  than 
thallium  because  of  its  higher  photon  energy  (140 
KeV  vs.  81  KeV)  which  results  in  less  attenuation 
and  its  greater  photon  flux  resulting  in  better 
counting  statistics  and/or  reduced  imaging  time 
(higher  administered  dose  of  10-30  mCi  due  to  im- 
proved dosimetry).  Tc-MIBI  is  trapped  in  the 
myocardium  and  does  not  wash-out  like  thallium. 
This  permits  one  to  obtain  gated  thallium  scans 
providing  information  about  wall  motion  in  ad- 
dition to  clearer  thallium  images.  Furthermore, 
since  a greater  dose  may  be  injected  without  in- 
creasing the  patient’s  radiation  exposure,  a flow 
study  and  first  pass  right  and  left  ejection  frac- 
tion analysis  may  be  performed. 

LIVER 

SPECT  imaging  of  the  liver  has  been  slower  to 
evolve  than  brain  or  cardiac  SPECT  due  to 
several  reasons:  (1)  the  success  of  CT,  (2)  the  lack 
of  appropriate  attenuation  correction 
algorythms,  (3)  respiratory  motion.  SPECT  im- 
aging of  the  liver  is  superior  to  planar  imaging 
due  to  the  improved  contrast,  lesion  localization, 
and  removal  of  superimposed  structures. 
The  sensitivity/specificity/accuracy  of  planar 
liver/spleen  scintigraphy  is  approximately 
80-85%/75-80%/80%  compared  to 
90-95%/85-90%/90%  for  SPECT.  SPECT  can 
detect  smaller  lesions  than  conventional  planar 
scans  (1  .5  cm  vs.  2.0  cm).  Its  cross-sectional  for- 
mat permits  better  correlation  with  other 
tomographic  studies  such  as  CT  and  MRI.  The 
overall  accuracy  of  SPECT  imaging  of  the  liver 
and  the  detection  of  focal  disease  compares 
favorably  with  CT;  however,  CT  has  superior 
spatial  resolution  (0. 5-1.0  cm),  better  specificity 
(95%)  and  definition  of  regional  anatomy. 

The  specificity  of  the  radionuclide  scan  may  be 
enhanced  by  the  addition  of  a second  radiophar- 
maceutical such  as  Gallium,  In-lll-WBCs,  or 
Tc-99m-RBCs.  Gallium  avid  tumors  include: 
hepatomas,  lymphomas,  leukemias,  and  one- 
third  of  metastases.  Gallium  is  also  concentrated 
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in  abscesses  like  In-lll-WBCs.  Tc-99m-RBCs 
may  be  used  to  identify  cavernous  hemangiomas, 
the  most  common  benign  liver  tumor.33,34’!5 
Delayed  imaging  (2  hours  post-injection)  is  re- 
quired for  an  accurate  diagnosis  by  planar  scin- 
tigraphy but  less  of  a delay  (30  minutes)  is 
necessary  for  SPECT  imaging  (Figure  6).  Tc-  RBC 
SPECT  is  the  initial  non-invasive  scan  of  choice 
for  this  diagnosis  followed  by  CT,  MRI,  and 
angiography. 


6.  Hepatic  Hemangioma 

A.  SPECT  scan:  A transaxial  reconstruction 
of  the  liver  and  spleen  obtained  2 hours  after 
tagging  the  patient's  RBCs  with  25  mCi  of 
Tc-99m-pertechnetate  shows  an  abnormal  focal 
area  of  increased  radioactivity  in  the  posterior 
portion  of  the  right  lobe  (arrowhead)  consistent 
with  a hemangioma. 


B.  MRI  scan:  A T2  weighted  scan  obtained  in 
the  transaxial  projection  shows  a focal  lesion  of 
increased  signal  intensity  corresponding  to  the 
location  of  the  abnormality  identified  by  SPECT. 
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Yudd  et  ali6  have  shown  that  SPEC'T  is 
superior  to  CT  in  the  evaluation  of  diffuse  liver 
disease  (Figure).  The  region  of  the  porta  hepatis 
is  an  especially  difficult  area  to  evaluate  with 
SPECT  since  the  bile  ducts  and  portal  vessels  pro- 
duce negative  defects  and  consequently  potential 
false-positive  readings. 


5.  Myocardial  Ischemia  (Posterior-lateral;  Cir- 
cumflex Artery) 


At  the  point  of  maximal  treadmill  exercise, 
2.5  mCi  of  Thallium-201-chloride  was  injected 
IV  and  a cardiac  SPECT  scan  was  performed. 

Upper  Left  Quadrant:  The  immediate  post- 
exercise “Bull’s  Eye”  or  “Target”  2D  display  of 
left  ventricular  radioactivity  reveals  an  abnor- 
mal region  of  hypoperfusion  in  the  posterior- 
lateral  portion  of  the  myocardium. 

Upper  Right  Quadrant:  The  delayed  01 
“redistribution”  image  obtained  4 hours  post- 
exercise is  entirely  normal.  The  abnormal  area 
has  completely  disappeared  (filled  in; 
redistributed). 

Left  Lower  Quadrant:  Stress  image  compared 
to  normal  file  in  computer  database  (Cedars- 
Sinai  program)  with  abnormal  area  >2.5  stan- 
dard deviations  beyond  normal  for  3 contiguous 
6°  segments  blackened  out. 

Right  Lower  Quadrant:  Delayed  image  is 
within  normal  limits  (no  abnormal  “blackened 
out”  segments). 


The  conventional  liver/spleen  scan  and  SPECT 
imaging  even  more  so,  have  been  found  to  be 
useful  in  differentiating  Focal  Nodular 
Hyperplasia  (which  is  a hamartoma  and 
therefore  contains  normally  functioning  tissue  by 
scintigraphy)  from  other  tumors  or  metastases 
(which  are  non-functioning  and  appear  as  cold 
defects).  SPECT  imaging  may  be  employed  in  the 
assessment  of  the  regional  distribution  of  intra- 
arterial infusion  pump  chemotherapy  with  the 
use  of  Tc-99m-MAA  which  more  accurately 
reflects  the  true  distribution  and  flow  rate  of  the 
chemotherapeutic  agent  than  an  angiographic 
pressure  contrast  injection.37  SPECT  imaging  of 
the  liver  has  been  employed  in  transplant  pa- 
tients prior  to  and  after  surgery  in  order  to  assess 
hepatic  blood  flow,  function,  and  for  the  estima- 
tion of  liver  volume. 

KIDNEY 

SPECT  has  had  less  of  an  impact  upon  imag- 
ing of  the  kidneys  than  other  organs  previously 
discussed.  However,  SPECT  imaging  has  the 
capability  of  estimating  renal  volume  and  depth, 
important  parameters  for  the  accurate  quan- 
tification of  renal  function.38  39  Therefore, 
SPECT  should  prove  to  be  more  accurate  in  quan- 
titating differential  renal  function  than  planar 
imaging. 

The  tomographic  nature  of  SPECT  permits  op- 
timal evaluation  of  cortical  and  parenchymal 
morphology.  SPECT  is  more  sensitive  and  ac- 
curate in  the  localization  and  differentiation  of 
renal  masses  from  pseudotumors.40'41  Paren- 
chymal scarring  associated  with  embolic  infarcts 
or  pyelonephritis  may  be  more  effectively  iden- 
tified and  its  extent  better  assessed.  SPECT  of 
the  kidneys  is  best  performed  with  one  of  the 
renal  parenchymal  or  mass  detection  radiophar- 
maceuticals that  bind  to  the  renal  tubules,  such 
as  Tc-99m-DMSA  (dimercaptosuccinic  acid)  or 
Tc-99m-GHA  (glucoheptonate),  both  of  which 
achieve  a stable  distribution. 

LUNG 

SPECT  perfusion  imaging  has  been  found  to  be 
more  sensitive  than  planar  imaging  in  the  detec- 
tion of  pulmonary  emboli  in  animals  and  pa- 
tients.42,4344,45 As  previously  mentioned,  SPECT 


Del  Med  Jrl,  Mar  1990-Vol.  62,  No  3 


887 


SPECT-  Velchik 


is  only  feasible  if  the  distribution  of  the 
radiopharmaceutical  is  fixed  or  static  throughout 
the  entire  scan  (20-30  minutes).  Due  to  the  chang- 
ing distribution  of  radioactivity,  SPECT  imaging 
of  ventilation  studies  is  not  possible  with  Xenon, 
the  most  commonly  employed  ventillation  agent. 
However,  SPECT  ventillation  studies  are  possi- 
ble with  radioactive  aerosols  such  as  Tc-DTPA, 
Technegas®  , and  Krypton-8  lm  gas. 

REFERENCE 


1.  Croft  BY:  Single-Photon  Emission  Computed  Tomography.  Chapter  7.  Quality 
Assurance:  Acceptance  Testing  and  Quality  Control:  177-234,  Year  Book  Medical 
Publishers,  Inc.  Chicago,  IL  1986 

2.  Eisner  RL:  Principles  of  Instrumentation  in  SPECT:  J Nuc  Med  Technology 
13:23-33,  1985. 

3.  Greer  K,  Jaszczak  R,  Harris  C,  Coleman  ER:  Quality  Control  in  Spect.  J Nuc 
Med  Technology  13:  76-87,  1985. 

4.  Folks  R,  Banks  L,  Plankey  M,  Materra  JA,  Greene  RA,  Brust  KD,  Graham 
MM,  Caputo  GR:  Cardiovascular  SPECT  J Nuc  Med  Tfechnology  13:150-163, 1985. 

5.  Collier  DB,  Dellis  CJ,  Peck  DC,  Krohn  LD,  Van  Heertum  RL,  Brunetti  JC, 
Yudd  AP,  Gucclone  J,  Kowalsky  WP:  Bone  and  Liver  SPECT.  J Nuc  Med 
Technology  13:230-241,  1985. 

6.  Brott  TG,  Gelfand  MJ,  Williams  CC,  et  al:  Frequency  and  patterns  of  abnor- 
mality detected  by  iodine-123  amine  emission  CT  after  cerebral  infarction. 
Radiology  158:  729-734,  1986. 

7.  Collier  DB,  Tikofsky  RS,  Heilman  RS:  The  "Redistribution”  Phenomenon  in 
SPECT  Functional  Brain  Imaging:  A Report  of  Two  Cases.  Adv  Func  Neuroimag 
1:11-14,  1988. 

8.  Moretti  JL,  Defer  G,  Cesaro  P,  et  al:  Early  & Delayed  IMP  1-123  SPECT  as 
a prognostic  index  for  clinical  recovery  in  cerebral  ischemia.  JNM  28:623,  1987. 

9.  Maurer  AH:  The  Current  Status  of  Functional  Brain  Imaging  in 
Cerebrovascular  Disease.  Adv  Func  Neuroimag  1:  4-10,  1988. 

10.  Adler  LP,  Maurer  AH,  Brodsky  RL,  et  al:  Comparison  of  1-123  iodoam- 
phetamine  imaging  with  CT,  MRI,  and  Angiography.  Radiology  161:80,  1986. 

11.  Park  CH,  Madsen  MT:  Iodoamphetamine  SPECT  Imaging  in 
Cerebrovascular  Disease.  Current  Concepts  in  Diag  Nuc  Med  4:9-14,  1987. 

12.  Baron  JC,  Bousser  MG,  Comar  D,  et  al:  Crossed-cerebellar  Diaschisis  in 
Human  Supratentorial  Brain  Infarction.  Trans  AmNeurol  Assoc  105:459-461, 
1980. 

13.  Lassen  NA.  The  Luxury  Perfusion  Syndrome  and  its  possible  relation  to 
Acute  Metabolic  Acidosis  Localized  within  the  Brain.  Lancet  2:1113-1115, 1966. 

14.  Biersack  HJ,  Eiger  CE,  Grunwald  F,  Reichmann  K,  Durwen  HF:  Brain 
SPECT  in  Epilepsy.  Adv  Func  Neuroimag  1:4-9,  1988 

15.  Nagel  JS,  Johnson  A,  Holman  LB:  Functional  SPECT  Imaging  of  the  Demen- 
tias. Adv  Func  Neuroimg  1:3-7,  1988. 

16.  Nagel  JS,  Holman  LB:  Functional  SPECT  Imaging  of  the  Dementias.  Cur- 
rent Concepts  in  Diag  Nuc  Med  4:4-8,  1987. 

17.  Cohen  MB,  Fitten  LJ:  Monitoring  trials  of  drug  therapy  in  a patient  with 
Alzheimer’s  disease  by  quantitative  SPECT  imaging  with  1-123-IMP.  Adv  Func 
Neuroimg  1:17-20,  1988. 

18.  McArthur  JC,  Cohen  BA,  Seines,  et  al:  Low  prevalence  of  neurological  and 
neuropsychological  abnormalities  in  healthy  HIV-1  infected  individuals:  Results 
from  the  Multicenter  AIDS  Cohort  Study. 

19.  Snider  WD,  Simpson  DM,  Nielsen  S,  et  al:  Neurological  complications  of  ac- 
quired immune  deficiency:  Analysis  of  50  patients.  Ann  Neurol  14:403-418,  1983. 

20.  Petito  CK,  Cho  ES,  Lemann  W,  et  al:  Neurolpathology  of  acquired  im- 
munodeficiency syndrome  (AIDS):  an  autopsy  review.  J Neuropathol  Exp  Neurol 
45:635-646,  1986. 

21.  LaFrance  ND,  Pearlson  GD,  Schaerf  FW,  McArthur  JC,  Polk  F,  Links  JM, 
Bascom  MJ,  Knowles  MC,  Galen  SS:  I-123-SPECT  In  HIV-related  Dementia.  Adv 
Func  Neuroimg  1:9-15,  1988. 

22.  Collier  BD,  Carrera  GF,  Messer  EJ,  et  al:  Internal  Derangement  of  the  TMJ: 
Detection  by  SPECT.  Radiology  149:557-561,  1983. 

23.  Krasnow  AZ,  Collier  BD,  Kneeland  JB,  et  al:  High-resolution  NMR,  SPECT, 
and  planar  scintigraphic  imaging  of  the  TMJ.  J Nucl  Med  27:952,  1986  (abstr). 

24.  Katzberg  RW.  O’Mara  RE,  Tallents  RH,  et  al:  Radionuclide  Skeletal  imag- 


ing and  SPECT  in  suspected  internal  derangements  of  the  TMJ.  J Oral  Maxillofac 
Surg.  42:  782-787,  1984. 

25.  Jacobsson  H,  Larsson  SA,  Vesterskold  L,  et  al:  The  Application  of  SPECT 
to  the  Diagnosis  of  Ankylosing  Spondylitis  of  the  Spine.  Br  J Radiol  57:  133-140, 
1984. 

26.  Collier  BD,  Johnson  RP,  Carrea  GF,  et  al:  Painful  Spondylolysis  or  Spon- 
dylolisthesis studied  by  radiography  and  SPECT.  Radiology  154:  207-211,  1985. 

27.  Slizofski  WJ,  Collier  BD,  Flatley  TJ,  et  al:  Painful  pseudoarthrosis  follow- 
ing lumbar  spinal  fusion:  Detection  by  combined  SPECT  and  planar  bone  scin- 
tigraphy. Skeletal  Radiol  16:136-141,  1987. 

28.  Alavi  A,  Mitchell  M,  Kundel  H,  Steinberg  M,  Velchik  MG,  Makler  PT  Jr, 
Kressel  Y,  Axel  L:  Comparison  of  RN,  MRI,  and  XCT  imaging  in  the  diagnosis 
of  AVN  of  the  femoral  head.  J Nucl  Med  27:  952,  1986  (abstr). 

29.  Mitchell  MD,  Kundel  HL,  Steinberg  ME,  et  al:  AVN  of  the  Hip:  Comparison 
of  MR,  CT  and  scintigraphy.  AJR  147:  67-71,  1986. 

30.  Collier  BD,  Johnson  RP,  Carrera  GF,  et  al:  Chronic  knee  pain  assessed  by 
SPECT:  Comparison  with  other  modalities.  Radiology  157:795-802,  1985. 

31.  Gerson  MC:Infarct-Avid  Myocardial  Imaging  in  Cardiac  Nuclear  Medicine, 
McGraw  Hill,  Inc.,  New  York,  p251-261,  1987. 

32.  Nohara  R,  Kambara  H, Suzuki  Y,  et  al:  Stress  Scintigraphy  using  SPECT 
in  the  evaluation  of  CAD.  Am  J Cardiol  53:1250,  1984. 

33  Brunetti  JC,  Van  Heertum  RL,  Yudd  AP,  Cooperman  AM:  The  Value  of 
SPECT  imaging  in  the  Diagnosis  of  Hepatic  Hemangioma.  Clin  Nucl  Med 
13:800-804,  1988. 

34.  Tumeh  SS,  Benson  C,  Nagel  JS,  English  RJ,  Holman  BL:  Cavernous 
Hemangioma  of  the  Liver:  Detection  with  SPECT.  Radiology  164:353-356, 1987. 

35  Brodsky  RI,  Friedman  AC,  Maurer  AH,  Radecki  PD,  Caroline  DF:  Hepatic 
Cavernous  Hemangioma:  Diagnosis  with  Tfc-99m-RBCs  and  SPECT.  AJR 
148:125-129,  1987. 

36.  Yudd  AP,  Van  Heertum  RL,  Brunetti  JC:  SPECT  and  TCT  in  the  Evalua- 
tion of  Liver  Disease.  Clin  Nuc  Med  13:  397-401,  1988. 

37.  Ziessman  HA,  Wahl  RL,  Juni  JE,  Gyves  JE,  Ensminger  WD,  Thrall  JH, 
Keyes  JW,  Walker  SC:  The  Utility  of  SPECT  for  Tb-99m-MAA  Hepatic  Arterial 
Perfusion  Scintigraphy.  AJR  145:747-751,  1985. 

38.  Kircos  LT,  Carey  JE,  Keyes  JW:  Quantitative  organ  visualization  using 
SPECT.  J Nucl  Med  28:334-341,  1987. 

39.  Van  Heertum  RL,  Brunetti  JC,  and  Yudd  AP:  Abdominal  SPECT  Imaging. 
Sem  Nuc  Med  17:230-246,  1987. 

40.  Vitti  RA,  Maurer  AH:  SPECT  and  Renal  Pseudotumor.  Clin  Nucl  Med 
10:501-3,  1985. 

41.  Schultz  DA,  Shapiro  B,  Amendola  M,  Sherman  C,  Wahl  RL:  Tbmographic 
renal  cortical  scintigraphy:Correlation  with  IVU,  CT,  US,  Angiography  and  MRI. 
Eur  J Nucl  Med  11:217-220,  1985. 

42.  Osborne  DR,  Jaszczak  RJ,  Greer  K,  Roggli  V,  Lischko  MS,  Coleman  RE.  The 
Detection  of  PE  in  dogs,  Comparison  of  SPECT,  gamma  camera  imaging,  and 
angiography.  Radiology  146:493,  1983. 

43.  Biersack  HJ,  Atland  H,  Knoop  R.  SPECT  of  the  lung,  preliminary  results. 
Eur  J Nucl  Med  7:166,  1982. 

44.  Donalson  RM,  Kahn  O,  Raphael  MJ.  ECT  in  embolic  lung  disease: 
Angiographic  correlation.  Clin  Radiol  33:339,  1982. 

45.  Touya  JJ,  Corbus  HF,  Savala  KM,  Habibe  MN:  SPECT  in  the  Diagnosis  of 
Pulmonary  Thromboembolism.  Sem  Nucl  Med  26:  306-336,  1986. 


888 


Del  Med  Jrl,  Mar.  1990-Vol.  62,  No.  3 


Editorials 


Members  of  the  Medical  Society  of  Delaware  are  invited  to  submit  material. 
Preferred  length  is  approximately  250-500  words.  For  further  information 
contact  the  Journal  office,  658-3957. 


DIMER 


This  marks  the  twentieth  anniversary  of  the 
Delaware  Institute  of  Medical  Education  and 
Research  (DIMER).  It  passed  the  General 
Assembly  unanimously  in  September  1969,  and 
was  funded  July  1,  1970.  What  could  have  pro- 
duced this  rarest  of  rarities,  unanimity  in  our 
legislature?  It  was  the  severe  statewide  and  na- 
tionwide shortage  of  physicians  existing  at  that 
time.  DIMER  was  intended  to  solve  that  problem. 
It  seems  we  have  shuttled  endlessly  between 
shortage  and  glut  throughout  the  20th  century, 
a shortage  of  well-qualified  doctors  1910-20,  a 
glut  in  the  ’20s  and  ’30s,  shortage  in  the  ’40s,  glut 
in  the  ’50s,  shortage  in  the  ’60s  and  ’70s  and  now 
glut  again  in  the  ’80s  and  probably  ’90s. 

DIMER  was  the  brain  child  of  a very  small 
group  of  men  who  met  over  lunch  to  discuss 
whether  or  not  Delaware  needed  a medical 
school,  and  probably  was  the  specific  idea  of  E. 
Arthur  Trabant,  President  of  the  University  of 
Delaware.  However,  all  were  throwing  ideas  on 
the  table,  stimulating  each  other’s  thinking,  so 
it  became  difficult  to  say  whose  idea  was  whose. 
It  was  regarded  as  a First  tentative  step  toward 
a medical  school;  a temporary  expedient  to  buy 
time,  to  test  the  waters,  yet  at  the  same  time  move 
ahead  in  developing  Delaware’s  capabilities  to 
recruit  and  develop  faculty  and  teach  medical 
students.  In  essence  it  proposed  to  subsidize  some 
nearby  medical  school  to  accept  a limited  number 
of  Delaware  residents  into  its  entering  class  each 
year,  sending  them  back  to  Delaware  for  their 
clinical  training  in  their  third  and  fourth  years. 
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It  also  provided  that  the  medical  school  would 
foster  medical  education  programs  throughout 
the  state.  For  a number  of  very  cogent  reasons 
Jefferson  Medical  College  of  Philadelphia  was 
the  school  selected  and  the  Medical  Center  of 
Delaware  the  place  for  their  clinical  training. 
George  Worrilow  of  the  University  of  Delaware, 
a most  remarkable  and  capable  man  with  his 
“down  home”  way  of  getting  everyone  to  listen  to 
him  and  love  him,  got  it  through  the  General 
Assembly  and  signed  by  then  Governor  Peterson. 

Whether  fortuitously  or  by  design  the  plan  pro- 
vided nearly  ideal  conditions  to  attract  the  very 
finest  physicians  to  Delaware.  Time  after  time 
studies  have  shown  that  doctors  prefer  to  enter 
practice  near  where  they  take  residency,  where 
high-quality  patient  care  is  practiced,  where 
hospital  facilities  and  technology  are  available, 
where  opportunity  exists  for  professional  growth, 
and  where  there  are  colleagues  to  share  with  and 
relate  to.  Farther  down  the  list  are  things  like 
recreational  and  cultural  opportunities  and  in- 
come potential.  In  spite  of  what  the  media  proj- 
ects, most  good  doctors  continue  to  be  idealistic 
and  dedicated  to  their  patients  and  their  prac- 
tices, and  these  are  the  ones  that  DIMER  sought 
to  attract  to  Delaware. 

State  senators  are  elected  for  six  years, 
representatives  for  only  two  years,  and  they  like 
to  be  able  to  show  results  to  their  constituents 
when  they  run  for  re-election.  Any  medical  educa- 
tion program  takes  four  years  to  the  first  MD 
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degree  and  three  more  years  before  the  first  resi- 
dent enters  practice,  so  it  is  not  very  effective  as 
a political  project.  Criticism  began  almost  at 
once.  “Where  are  those  doctors  you  promised  us?” 
Some  legislators  thought  Jefferson  should  accept 
Delaware  students  by  ZIP  codes  or  representative 
district.  Many  thought  DIMER  students  should 
be  forced  to  return  to  practice  in  Delaware,  like 
indentured  servants— a concept  that  has  all  but 
destroyed  the  dental  and  veterinary  programs  of 
the  state.  This  has  never  worked  effectively 
anywhere  for  long,  though  it  has  been  tried  many 
times  in  many  places.  The  criticism  came  to  a 
climax  in  1977,  when  new  Governor  Pete  du  Pont, 
on  the  advice  of  his  economists,  withdrew  all 
DIMER  funds  from  the  University  of  Delaware 
and  the  Medical  Center.  Thereafter  the  criticism 
directed  at  the  program  was  that  all  (later  “near- 
ly all”)  the  money  was  going  out  of  state!  In 
their  assiduous  counting  of  the  number  of 


Delawareans  returning  to  Delaware  to  practice, 
they  overlooked  the  fact  that  the  program  had 
solved  the  problem  by  attracting  outstanding  doc- 
tors by  the  hundreds  into  the  state.  The  number 
of  doctors  practicing  in  Delaware  is  approximate- 
ly three  times  (300%)  what  it  was  20  years  ago. 
None  of  the  nearby  areas  of  Maryland,  New 
Jersey  or  Pennsylvania  has  seen  anything  even 
remotely  resembling  this. 

Now  DIMER,  on  the  20th  anniversary  of  its  I 
operation,  is  a victim  of  its  own  success.  People 
ask,  “What  problem?  There  is  no  problem  getting  1 
doctors.  The  problem  is  getting  nurses,  physical 
therapists  and  medical  technologists.”  This  j 
overlooks  the  fact  that  there  are  programs  in-  i 
state  which  provide  education  in  all  these  1 
disciplines,  and  they  already  receive  heavy  j 
subsidies  from  the  state.  If  they  need  more  they  1 
should  ask  for  more  — up  front.  The  relatively 
small  amount  of  DIMER  money  is  not  going  to  1 
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ave  much  impact  on  these  problem  areas,  but  its 
>ss  from  the  medical  area  will  have  a big  impact 
le  next  time  the  cycle  of  doctor  shortage  comes 
round.  And  is  there  any  doubt  that  there  will  be 
nother  cycle  of  shortage?  Programs  like  DIMER 
an’t  be  easily  turned  on  and  off  like  a water 
meet.  There  is  a lag  time  in  getting  underway, 
ut  more  important,  Delaware’s  credibility 
mong  the  medical  schools  will  be  compromised. 
!Vho  will  affiliate  with  Delaware  next  time? 
Moreover,  who  will  help  in  the  meanwhile  with 
he  Medical  Center  of  Delaware’s  ability  to 
jecruit  primary  care  residents  in  today’s  tight 
aarket.  And  without  a major  medical  school  af- 
iliation,  what  are  the  chances  of  continued  ac- 
reditation  of  residencies  in  this  state?  Not  very 
,ood!  In  today’s  competitive  medical  market- 
dace  they  almost  assuredly  will  be  lost.  The  Ac- 
reditation  Council  for  Graduate  Medical  Educa- 
lon  and  the  Residency  Review  Committees  have 
actually  said  so.  DIMER  must  be  preserved  for 
physician  education.  It  is  a very  reasonable  price 
o pay  for  a medical  school  for  our  state. 


CORRECTION 

The  Delaware  Medical  Journal  failed  to  list  the 
Delaware  Neurological  Society  in  the  “Commit- 
tees of  the  Medical  Society  of  Delaware  1990’’  as 
it  appeared  in  the  December  issue. 
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(Stones. 

Over  5,500  patients  have  had  their  kidney 
stones  successfully  treated  at  Mid-Atlantic  Stone  Center. 
More,  than  any  other  Center  in  the  area. 

Our  vast  experience  has  led  us  to  be  recognized 
throughout  the  Delaware  Valley  as  the  leader  in  lithotripsy 
technology,  information  and  patient  care. 

That  is  exactly  why  we  were  chosen  as  one  of 
the  six  national  Investigational  Device  Exemption  sites  to 
evaluate  the  Dornier  MPL-9000  for  its  effectiveness  in  the 
treatment  of  renal  stones  (this  machine  is  also 
being  evaluated  throughout  the  country  for  its 
efficacy  in  the  treatment  of  biliary  stones).* 

The  Mid-Atlantic  Stone  Center  is  also 
known  for  its  support  of  the  individual  private 
practitioner.  We  offer  physicians  training  in 
lithotripsy,  convenient  patient  scheduling  and 
the  day-to-day  assistance  of  an  on-site  medical 
director. 

Find  out  more  about  the  Center,  and 
why  over  1 40  physicians  have  chosen  to  be  on 
staff  here.  Return  the  form  below  or  call  Dawn 
Barnett,  physician  liaison,  at  1 -800-53-LITHO. 


V1ID-ATLANTIC 
STONE CENTER 

LEADERS  IN  LITHOTRIPSY 

One  Brick  Road,  Suite  1 03 
Marlton,  N)  08053 
1 -800-53-LITHO 
FAX:  609/983-6970 


Managed  bv: 

MGDIQ 


Management  Services,  Inc. 


Please  send  me  more  information  about  The  Mid-Atlantic 
Stone  Center. 


Name 


Street  Address 


City,  State,  Zip 


*The  MPL-9000  Is  An  Investigational  Device, 
Limited  by  Federal  Law  to  Investigational  Use. 
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BOOK  REVIEWS 


William  L.  Jaffee,  M.D.,  Book  Review  Editor 


Jury  of  My  Peers,  by  Howard  C.  Snider,  Jr.,  M.D. 
iPenkevill  Publishing  Company,  1989,  292  pp. 

Over  the  past  two  decades,  the  litigation  crisis 
has  served  as  a stimulus  for  the  production  of  a 
small  library  of  books.  Some  are  of  the  “how-to” 
variety;  such  as  how  to  testify,  how  to  give  a 
deposition,  or  how  to  survive  a deposition.  Others 
seek  to  explain  and  document  the  tortuosity  and 
trauma  of  the  medical  liability  system.  Two 
books,  both  written  by  physicians,  detail  the  im- 
pact on  the  individual  doctor  by  relating  their 
personal  experiences  in  their  malpractice  trials. 
Sara  Charles,  M.D.,  in  collaboration  with  her 
husband,  a psychologist,  has  written  a volume 
providing  insight  into  her  experience.  Howard 
Snider  Jr.,  M.D.,  the  author  of  the  present  book 
being  reviewed,  has  a fascinating,  interesting  and 
instructive  story  to  tell. 

Dr.  Snider’s  case  involved  a 26-year-old  woman 
who  in  1981  experienced  a most  tragic  sequence 
of  events.  She  was  diagnosed  as  having  cancer  of 
the  colon  for  which  two  operations  were  performed. 
The  second  operation,  an  exenteration,  was  com- 
plicated by  severance  of  a ureter  which  was  ap- 
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propriately  repaired  with  normal  kidney  and 
ureteral  function  resulting.  During  the  recovery 
period,  thrombophlebitis  developed  for  which  an 
anti-coagulant  was  administered.  The  patient 
developed  a D.I.C.  as  a result  of  an  allergic 
response  causing  macrocoagulopathy  with  secon- 
dary hemiplegia  and  arterial  blockage 
necessitating  amputation  of  her  left  leg.  The  pa- 
tient recovered  and,  at  the  writing,  was  cancer 
free. 

One  day  prior  to  the  expiration  of  the  statute 
of  limitations,  the  surgical  partners  were  served 
with  a summons.  The  author  experienced 
disbelief,  disillusion,  discouragement  and 
descended  the  slippery  slope  of  solipsism.  The 
major  portion  of  the  book  details  the  trial  at  the 
end  of  which  the  verdict  was  in  favor  of  the 
defendants. 

The  conditions  under  which  we  practice 
medicine  today  makes  such  practice  incredibly 
difficult.  The  liability  system  is  corrupt,  perverse, 
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and  venal.  It  encourages  perjury,  as  the  plaintiff s 
attorney  must  perforce,  construct  a scenario  long 
after  the  fact,  and  distortions  of  fact  become  part 
of  the  scenario.  The  defense  attorney  collects  his 
fee  either  way  the  verdict  goes.  This  encourages 
a careless  attitude.  The  adversary  system  makes 
the  whole  affair  an  intellectual  game  with  little 
regard  for  truth  but  having  an  enormous  cost  in 
dollars,  energy  and  time.  A large  cottage  industry 
has  grown  up  around  the  system.  There  are 
seminars  to  instruct  and  teach  the  trial  lawyer 
the  best  way  to  depose  and  try  a “bad  baby  case,” 
a severed  ureter  case  or  wrongful  death  or 
wrongful  life.  There  are  insurance  adjustors  and 
investigators  who  do  the  initial  spade  work  and 
are  paid  handsomely  for  it.  Insurance  companies 
charge  greatly  inflated  premiums  to  protect  the 
petrified  physician  who  believes  the  more  in- 
surance, the  better.  That  is  an  attitude  whole- 
heartedly concurred  with  by  the  trial  attorneys. 
The  list  goes  painfully  on  and  on  of  individuals 
and  companies  benefiting  from  the  system,  the 


least  of  these  being  the  plaintiff.  The  liabi lit 
system  is  entrenched  but  currently  in  flux' 
Witness  the  sudden  decrease  in  premiums. 

On  the  physicians’  side  is  the  fact  that  la\ 
reflects  the  society  in  which  it  operates  as  ; 
system.  The  Dred  Scott  decision  made  before  th< 
Civil  War  is  racist  in  today’s  terms  but  at  the  timi 
it  was  in  perfect  keeping  with  societal  mores  am 
thinking.  The  law  is  a simplistic  intellectua 
endeavor  being  totally  pragmatic,  and  ultimate 
ly  as  a consequence  without  feeling  or  meaning 
except  for  the  moment.  The  tort  system  is  not  thi 
arena  for  malpractice  actions  as  Dr.  Snidei 
makes  very  clear. 

Dr.  Snider  is  to  be  complimented  for  his 
knowledgeable  description  and  analysis  of  the 
trial  and  the  system  of  law  under  which  we  en 
dure.  He  is  to  be  sympathetically  faulted  for  the 
conclusion  of  the  last  paragraph  in  the  book 
where  he  states  he  may  have  to  give  up  medicine 
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in  order  to  survive  and  be  happy.  Medical  prac- 
tice is  no  rose  garden  today  but  it  is  our  chosen 
profession  and  we  ought  not  be  driven  from  it  by 
i a chaotic  insurance  and  legal  system.  Rather,  ad- 
! dress  the  issues  involved  by  changing  the  system 
■ within  the  legal  framework.  As  an  example,  the 
provision  within  the  1945  McCarran-Ferguson 
Act  having  to  do  with  exemption  of  the  insurance 
industry  from  anti-trust  action  should  be 
repealed.  Such  an  action  has  been  brought  by  19 
states  acting  in  concert.  A Federal  judge  recent- 
ly dismissed  the  action,  as  the  McCarran- 
Ferguson  Act  specifically  prohibits  such  action. 
Alice  would  gently  applaud  and  try  again. 

C.  Robert  Green,  Jr.,  M.D. 

Medical  Management  of  the  Surgical  Patient, 
second  ed.,  edited  by  M.F.  Lubin,  H.K.  Walker, 
R.B.  Smith,  Butterworth,  Stoneham,  MA,  1988, 
707  pp. 

Surgery  has  progressed  a long  way  from  the 
days  when  surgeons  performed  operations  in 
seconds  and  patients  counted  themselves  lucky 
if  they  survived.  Of  course,  these  were  times  when 
anesthesia,  antibiotics,  and  management  of 
fluids  and  electrolytes  were  virtually  unknown, 


‘Doctor,  my  baby 
was  bom  premature 
and  I’m  worried 
she’ll  have  problems 
later  on.9 


What  can  you  do  for  a parent 
who’s  concerned  that  her  infant 
may  be  at  risk  for  developmental 
problems?  You  can  refer  your 
patient  to  the  Delaware 
Curative  Workshop  for  The 
Fagan  Test  of  Infant  Intelligence. 
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necessitating  that  surgeons  perform  their  craft 
quickly.  As  technology  moved  forward  and 
surgical  techniques  improved,  morbidity  and 
mortality  rates  dropped  dramatically.  Patients 
were  thus  not  only  living  longer  after  operations 
but  coming  to  surgeons  with  serious  medical 
problems  or  developing  them  after  surgery.  As  a 
result,  surgeons  often  required  and  continue  to 
require  “medical  support  to  help  with  the 
complicated  problems  of  preoperative  and 
postoperative  care.” 

This  book  is  one  which  deals  specifically  with 
the  evaluation  and  treatment  of  medical  pro- 
blems occurring  in  surgical  patients,  both  pre- 
existing conditions  and  those  developing  in  the 
postoperative  period.  It  is  edited  by  two  internists 
and  a surgeon  and  serves  as  a useful  reference 
text  covering  almost  every  aspect  of  internal 
medicine  as  it  relates  to  surgical  care.  Almost  all 
of  the  authors  are  subspecialists  and  all  are  on 
the  faculty  of  the  Emory  University  School  of 
Medicine.  The  book  is  written  in  particular  for 
those  involved  in  consultation  work,  with  the  in- 
troduction serving  as  a brief,  yet  enlightening, 
history  of  consultation.  The  first  sixteen  chapters 
serve  as  a review  of  many  of  the  problems  seen  in 
Internal  Medicine  and  their  approach  in  a 
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surgical  setting.  These  sections  run  the  gamut 
from  surgery  in  the  patient  with  connective 
tissue  disorders  through  neurologic  disorders. 

The  sections  on  nutritional  management  were 
quite  strong  and  replete  with  useful  graphs, 
charts,  tables,  and  formulas.  A discussion  of  the 
optimum  nutritional  management  of  various 
types  of  patients  as  well  as  methods  of  initiating 
nutritional  support  were  relevant  and  clinically 
helpful.  An  unrelated  chapter  on  surgery  in  the 
obese  patient  presented  practical  recommenda- 
tions for  perioperative  care  in  this  common  and 
sometimes  difficult  to  manage  patient 
population. 


The  book  is  in  its  second  edition  and  many  of 
the  references  have  been  updated  since  the  1982 
printing.  In  addition,  a section  on  geriatrics  and 
one  on  psychiatry  have  been  added.  The  former 
presented  a useful  discussion  on  the  physical  ex- 
amination, laboratory  evaluation,  and  surgical 
risk  in  the  geriatric  patient.  With  the  population 
aging  rapidly  and  greater  numbers  of  elderly  pa- 
tients expected  to  undergo  surgical  procedures  in 
the  future,  it  would  be  hoped  this  section  will  be 
expanded  in  the  next  edition. 


Surgical  patients  often  have  pre-existing  emo- 
tional disturbances  such  as  anxiety,  depression, 
and  dementia.  Their  recognition,  and  especially 
treatment  were  well  reviewed  in  the  chapter  of 
psychiatric  disorders. 


The  final  ten  chapters,  written  by  surgeons, 
briefly  outline  a wide  range  of  surgical  pro- 
cedures as  well  as  their  usual  postoperative 
course  and  possible  complications.  The  book  is 
most  effectively  utilized  by  referring  to  one  of 
these  chapters  first  to  gain  insight  from  a 
surgical  standpoint.  The  references  and  informa- 
tion in  some  of  these  sections,  however,  need  to  be 
brought  more  up-to-date.  For  example,  the 
chapter  on  total  hip  joint  replacement  notes  that 
aspirin  may  be  used  as  prophylaxis  against 
thromboembolic  complications.  In  fact,  this 
therapy  has  no  value  in  this  setting. 
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Information, Responsibility,  and  Justice 
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Problems:Organization,  Self-help,  and  Law  Suits 
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APRIL  4 

Historical  Perspectives  on  Moving  Health 
Care  Out  of  Hospitals 

Rosemary  Stevens,  PhD Pencader  Hall,  North  Campus 

APRIL  9 

Hard  Choices  in  Health  Care  Allocation 

Daniel  Callahan,  PhD Pencader  Hall.  North  Campus 
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MAY  7 
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Robert  Veatch,  PhD UD  in  Milford  site 

MAY  14 

Increasing  Access  to  Health  Care  and  Cost 
Containment:  Conflicting  or  Compatible  Goals? 

Stephanie  Woolhandler,  MD,  MPH 128  Clayton  Hall 

The  series  is  co-sponsored  by  the  following  units  of  the  University  of  Delaware: 
College  of  Nursing,  College  of  Urban  Affairs  and  Public  Policy,  Center  for  Science 
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Women  Scholars  Program  of  the  Office  of  Women's  Affairs,  the  Office  of  the  Provost, 
the  Office  of  the  President,  and  the  Faculty  Senate  Committee  on  Cultural  Affairs 
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Overall,  I enjoyed  this  book  because  of  its  well- 
organized  format,  useful  clinical  information, 
and  easy  readability.  It  is  an  invaluable  reference 
for  those  internists  involved  in  consultative 
medicine. 


Matthew  J.  Burday,  D.O. 


In  Sickness  and  in  Wealth:  American  Hospitals  in 
the  Twentieth  Century,  by  Rosemary  Stevens, 
Basic  Books,  Inc.,  New  York,  1989,  432  pp., 
$24.95. 


According  to  Rosemary  Stevens,  the  evolution 
of  the  American  hospital  is  “a  story  of  medicine, 
money,  and  power-of  change  and  the  continuity 
of  conflicting  ideals.”  In  this  scholarly  and 
thoughtful  book,  Dr.  Stevens,  who  was  formerly 
in  hospital  administration  and  currently  is  Pro- 
fessor and  Chairperson  of  the  Department  of 
History  and  Sociology  of  Science  at  the  Univer- 
sity of  Pennsylvania,  traces  the  development  of 
American  hospitals  in  this  century.  Originally 
set  up  as  almshouses  for  the  care  of  indigents,  by 
1917  the  hospital  had  become  a “modern  scien- 
tific institution,”  coinciding  with  the  establish- 
ment of  medicine  and  its  attendant  cultural 
authority  and  subsequent  prestige.  This  dove- 
tailed with  the  increased  prominence  and  in- 
fluence of  the  AMA  and  the  standardization  of 
medical  education  following  the  publication  of 
the  Flexner  report  in  1910.  Over  the  next  two 
decades,  hospitals  flourished  mainly  because  of 
the  increase  in  surgery  (as  a result  of  better 
techniques,  anesthesia,  etc.)  and  the  shift  of 
childbirth  from  the  home  to  the  hospital,  as  these 
two  specialties  provided  rapid  and  obvious 
positive  results  for  satisfied  patients. 


The  author  describes  how  the  community- 
hospital  concept  arose  in  the  1920s,  implying 
service  to  and  social  betterment  for  the  communi- 
ty. Much  of  the  administration  at  this  time  was 
through  private  organization,  supported  by  the 
government  by  means  of  tax  exemptions,  tax 
payments  for  indigents’  care,  and  exemption  from 
tort  liability. 
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Eventually,  three  types  of  hospitals  emerged: 
tax-supported  government  hospitals,  communi- 
ty (voluntary)  hospitals,  and  proprietary  or 
privately  owned  institutions.  As  hospital  costs  in- 
creased, the  need  for  third-party  reimbursement 
assumed  great  importance;  this  issue  is  dealt 
with  in  great  detail,  particularly  the  develop- 
ment of  insurance  plans,  most  notably  Blue 
Cross.  By  the  mid  1960s,  Medicare  legislation  was 
passed,  which  gave  hospitals  “a  license  to  spend,” 
with  Medicare  payments  escalating  throughout 
the  1970s  until  changes  were  made  in  this 
decade.  The  government  was  a purchaser  of 
health  services,  and  the  hospital,  the  seller.  Ms. 
Stevens  shows  how  these  government  reim- 
bursements, “social  programs  which  were  de- 
signed to  maintain  the  incomes  of  the  elderly  and 
poor,  fed  the  market  enthusiasms  of  the  1970s,” 
and  hospitals  became  big  business,  involved  in 
financial  management.  University  hospitals 
blossomed  and  local,  tax-supported  hospitals 
began  to  close.  After  all,  if  the  United  States 
government  was  purchasing  health  care  for  the 


elderly  and  indigent  via  Medicare  and  Medicaic 
then  local  taxes  could  be  used  for  items  othei 
than  hospitals  and  health  care.  A large  segmen 
of  the  population  was  still  without  health  in 
surance,  not  qualifying  for  Medicare  or  Medicaid | 
and  not  able  to  afford  health-insurano 
premiums.  Medicare  and  Medicaid,  “designed  h 
promote  egalitarianism  (instead)  fostered  sharp 
inequities  in  the  health-care  system.” 

The  book  concludes  with  an  overview  of  the  cur. 
rent  hospital  situation,  describing  the  “urge  t<| 
merge”  into  larger  systems,  which  has  becomt 
more  pronounced  as  hospitals  have  becomt 
“large  scale  systems  and  corporate  enterprises 
and  (characterized  by)  an  overly  profit-making 
ethos.”  The  author  describes  how  the  Americar 
hospital  system  is  not  truly  private,  nor  does  il 
have  “efficient  government  direction.”  However 
recent  government  directives  (e.g.,  DRGs)  have 
resulted  in  greater  central  regulation  in  the 
United  States  “than  is  apparent  in  ‘socialized 
systems  such  as  Britain.” 
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While  reading  this  book,  one  cannot  help  but 
feel  as  though  this  also  portrays  the  history  of 
American  medicine.  Much  of  the  early  material 
! in  this  book  complements  that  found  in  Paul 
Starr's  1982  classic  work.  The  Social  Transfor- 
mation of  American  Medicine,  but  Dr.  Stevens 
delves  into  problems  peculiar  to  hospitals  in 
great  detail.  Throughout  the  book,  she  especial- 
ly elaborates  on  the  dual  role  of  hospitals:  service 
• to  the  community  and  charitable  work,  as  well  as 
the  business  and  profit-making  function  which 
has  escalated  throughout  this  century.  For  the 
student  of  the  history  of  medicine,  this  book  is  a 
must;  for  others,  I would  strongly  advise  reading 
it  also,  in  the  hope  that  we  as  physicians  may  bet- 
ter understand  the  institution(s)  in  which  we  care 
for  our  patients. 

Carl  T.  Opderbeck,  M.D. 

Computed  Body  Tomography,  second  edition  by 
Lee,  Sagel,  and  Sternberg,  is  the  newest  version 
of  a radiologic  mainstay  in  cross-sectional  imag- 
ing. The  text  now  includes  MRI  correlation.  The 
book  is  massive,  nearly  1200  pages,  nicely  pro- 
duced with  good  quality  CT  and  MRI  images. 

After  the  initial  requisite  chapters  on  the  prin- 
ciples, physics,  and  imaging  techniques  of  CT  and 
i MRI,  the  chapters  cover  the  neck,  thorax  and  ab- 
domen by  region  or  organ.  Additional  sections  are 
included  on  musculoskeletal  system,  CT  guided 
interventional  techniques,  spine,  pediatric  ap- 
plications, and  radiation  oncology.  The  copyright 
is  1989  and  references  at  least  until  1986  are 
included. 

The  text  is  well  written,  well  organized, 
readable,  and  manages  to  focus  on  clinically  ap- 
plicable information  without  becoming  mired  in 
the  tedium  which  plagues  most  of  the  medical 
literature.  Two  very  useful  chapters  are  includ- 
ed on  CT  and  MRI  techniques,  both  mostly  con- 
sisting of  tables  of  protocols  (slice  thickness,  con- 
trast dose,  positions,  etc.)  for  imaging  various 
organs  and  regions  of  the  body.  This  is  useful  for 
the  practitioner  beginning  to  monitor  MRI 
images  or  for  experienced  practitioners  who  need 
to  plan  scans  of  body  regions  they  are  unfamiliar 
with,  without  the  need  for  referring  to  the 
journals.  Ample  clinical  material  is  included  in 
the  text. 
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This  is  a definitive  work  on  body  CT.  MR  cor- 
relation is  adequate  and  serves  as  a good  supple- 
ment for  radiologists  needing  to  venture  into  the 
newer  modality.  However,  this  work  cannot 
replace  a dedicated  MR  body  text  for  detail  and 
reference.  Most  radiologists  and  libraries  would 
benefit  from  this  text  but  it  is  probably  too 
specific  for  a non-radiologist.  It  would  serve  as  an 
excellent  source  for  a clinician  for  information  on 
cross-sectional  imaging  about  an  area  relevant  to 
a given  clinical  problem.  Although  a good  choice 
for  radiology  residents,  more  concise,  adequate 
texts  covering  thorax  and  abdomen  do  exist.  This 
book  is  recommended  for  those  physicians  men- 
tioned above. 

Joseph  M.  Ullman,  M.D. 

Ethics  of  Withdrawal  of  Life  Support  Systems,  by 
Douglas  N.  Walton,  Praeger  Press,  New  York, 
1987,  257  pp„  $19.95. 

The  author  of  this  book  is  Professor  of 
Philosophy  at  the  University  of  Winnipeg.  His 
sub-title  is  “Ethics  of  Decision  Making  in  Inten- 
sive Care.”  The  book  deals  with  who  should  be 
treated  in  I.C.U.  and  when  should  life  support  be 
stopped.  Discussions  are  appropriate  for  both  the 
professional  and  lay  reader. 


Dr.  Walton  begins  with  a summary  of  the 
ethical  theories  in  our  culture.  Then,  for  benefit  1 
of  the  lay  reader,  he  describes  how  the  I.C.U.  func- 
tions. Next  comes  a discussion  of  fine  landmark 
cases,  including  that  of  Karen  Quinlan.  The  re- 
mainder of  the  book  is  comprised  of  the  account 
of  fifteen  “fictional”  case  studies.  Each  one  is  a 
composite  of  actual  cases.  For  each  there  is  a 
detailed  clinical  case  study,  including  history, 
family  background,  physical  findings,  clinical 
cause,  ethical  dilemmas,  and  outcome.  Then,  for 
each,  there  is  an  ethical  analysis. 

Dr.  Walton  makes  a strong  plea  that  there 
should  be  no  request  for  legal  intervention  unless 
there  is  no  agreement  between  the  patient,  fami- 
ly and  medical  staff,  to  which  this  reviewer  says, 
“Amen!” 

On  the  issue  of  physician  paternalism  versus 
patient  autonomy,  Dr.  Walton  says:  “What  is  the 
basis  for  justifying  a physician’s  pushing  for  a 
decision  contrary  to  that  of  the  autonomous 
patient  in  the  I.C.U.?  It  is  that  the  physician 
should  advocate  that  the  patient  fight  against  his 
disease  commensurate  with  the  hope  he  thinks 
the  patient  should  have  based  on  clinical  judg- 
ment of  the  prognosis  and  the  usefulness  of  the 
treatment  to  cure  or  to  palliate.” 

David  Platt,  M.D. 


ORDER  FORM  ORDER  FORM  ORDER  FORM 

“MEDCAST  ’89” 

A Video  Documentary  Featuring 
the  Re-enactment  of  the  Founding 
of  the  Medical  Society  of  Delaware. 

Saturday,  May  13,  1989 
The  Old  State  House 
Dover,  Delaware 


“Medcast  ’89”  is  a 15  minute  production  available  in  VHS  format. 

I wish  to  order “Medcast  ’89”  video  tapes  at  a cost  of  $20.00  each. 

Total  amount  due:  $ 

Please  make  check  payable  to  the  Medical  Society  of  Delaware. 
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City  State  Zip 

Return  form  with  check  to  the  Medical  Society  of  Delaware, 
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President's  Page 


Our  Participation  Is  Sought 


William  H.  Duncan,  M.D. 
President 


Periodically,  but  certainly  once  a year,  DELPAC 
or  AMPAC  request  a contribution  from  Delaware 
physicians  to  support  their  activities  for 
legislative  action  that  would  be  profitable  to 
physicians  and,  most  importantly,  to  their 
patients. 

For  the  most  part  this  solicitation  is  ignored  as 
something  of  little  value  or  importance  to  the 
busy  practitioner.  What  could  be  further  from  the 
truth? 

The  one  activity  that  has  struck  me  as  being 
the  most  significant  activity  of  my  four  months 
as  your  President  has  been  my  deep  involvement 
in  both  the  Federal  and  State  political  process, 
with  both  the  Executive  branches  and  the 
legislative  branches  (and  thankfully  not  the 
judicial). 

Not  a week  has  gone  by  since  my  election  in 
November  that  I have  not  been  to  a meeting  with, 
had  a telephone  conversation  with,  written  a 
letter  to,  or  answered  an  inquiry  from  or  for  the 
Governor,  all  three  members  of  our  Congressional 
delegation,  Federal  Department  Heads  (to 
include  one  Secretary  of  a major  Cabinet  Depart- 
ment), State  cabinet  secretaries,  numerous  State 
Senators  and  Representatives  as  well  as  County 
Councilmen  and  City  Councilmen. 


Simultaneous  to  this  and  following  almost 
immediately  on  the  heels  of  the  noted  contacts 
were  inquiries  from  the  press  seeking 
“medicine’s”  response  to  a myriad  of  issues. 

Physicians’  opinions  are  sought  and  listened  to. 
That’s  what  I have  learned. 

The  lesson  — medicine  is  not  apart  from  or  aloft 
of  the  important  political  issues  of  the  day.  We  are 
in  there  on  an  almost  daily  basis  whether  we 
want  to  be  or  not.  The  question  is,  are  we  as  a 
whole  involved  enough?  The  true  answer  is  that 
as  a group  we  are  not. 

May  I ask  all  of  you  to  seriously  consider  a 
deeper  involvement  in  our  historically 
democratic  political  process,  by  direct  involve- 
ment with  your  legislators  on  the  issues,  letting 
DELPAC  and  the  Society  know  your  opinions  on 
the  subjects  of  today  and  possibly  a financial 
contribution  to  assist  those  who  are  our  “field 
troops”  to  do  their  jobs  even  better. 


William  H.  Duncan,  M.D. 
President 
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PHYSICIAN  OR  OFFICE  MANAGER!!! 
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MEDICAL  TYPING  SERVICE. 

1.  Is  your  secretary  on  vacation  or  is  she  ill  and  on  sick 
leave? 

2.  Is  your  typing  load  too  large  for  one  person  but  not 
big  enough  to  hire  another  employee? 

3.  Do  you  have  private  business  that  you  prefer  your 
busy  staff  not  be  bothered  with? 


BROOKS  MEDICAL  TYPING  SERV  ICE  is  proud  to 
announce  the  installation  of  their  new  telephone  dic- 
tating service.  Just  pick  up  the  phone,  (in  your  office, 
ER,  home  or  car)  and  dictate.  We  will  do  your  typing 
and  deliver  it  back  to  you  in  the  very  shortest  of  turn- 
around times. 

You  may  also  send  your  own  personal  tapes  to  us  to  be 
transcribed. 

Our  FREE  DELIVERY'  SERVICE  is  just  a small  part 
of  the  quality  service  afforded  you  by  B.M.T. 


SOME  OF  THE  SERVICES  WE  OFFER: 

1.  Progress  & S.O.A.P.  Notes 

2.  Letters  - Professional  & Personal 

3.  Initial  Notes 

4.  History  & Physicals 

5.  Operative  Notes 

6.  Admission  & Discharge  Summaries 

7.  Medical  Consultations 

8.  Social  Security  Disability  work-ups. 

9.  Referrals 

10.  Results  of  Tests 

11.  Material  for  Boards 

12.  Curriculum  Vitad 


Our  company  specializes  in  handling  all  of  the  typing 
needs  for  Physician’s  Offices,  Hospitals  & Large 
Medical  Groups.  WE  HAVE  THE  CAPABILITY  TO 
TYPE  ALL  SPECIALTIES! 


GRAND  ROUNDS 


Stroke  Rehabilitation:  A Case  Presentation  and  Review 


Bertram  Greenspun,  D.O. 


CASE  PRESENTATION 


A 70-year-old  man  was  admitted  to  the  Eugene 
duPont  Memorial  Hospital  11  days  after  a right 
cerebrovascular  accident  (CVA),  which  was 
shown  to  be  a right  basal  ganglia  infarction  by 
computerized  tomography  of  the  brain.  There 
was  resultant  left  upper  extremity  (LUE) 
paralysis,  left  lower  extremity  (LLE)  paresis,  and 
decreased  LUE  sensation.  He  had  left  sided 
hyperreflexia  and  a positive  left  toe  extensor  sign. 
Past  history  was  positive  for  hypertension,  gout, 
alcohol  abuse,  non-insulin  dependent  diabetes 
mellitus,  and  coronary  artery  disease.  Prior  to  the 
stroke  he  had  lived  with  his  wife  in  a two-story 
home. 

On  admission  to  duPont,  his  LUE  was  non- 
functional. The  LLE  was  noted  to  be  in  an  exten- 
sion synergy  pattern  (involuntary  plantar  flexion 
of  the  foot  and  knee  extension  secondary  to 
spasticity)  with  poor  left  ankle  dorsiflexion.  He 
had  poor  sitting  balance  and  needed  moderate 
assistance  to  dress.  He  was  able  to  transfer  with 
contact  guarding  and  needed  minimal  to 

Dr.  Greenspun  is  the  Medical  Director  of  Physical  Medicine  and  Rehabilitation 
at  the  Medical  Center  of  Delaware  and  a member  of  the  Provisional  Staff,  Depart- 
ment of  Medicine,  Section  of  Physical  Medicine  and  Rehabilitation. 

Presented  at  Medical  Grand  Rounds  April,  1989. 
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moderate  assistance  for  mat  mobility  (ability  to 
turn  over  in  the  supine  position).  He  could  am- 
bulate six  feet  in  the  parallel  bars  with  moderate 
assistance.  On  discharge  twenty-seven  days  later 
his  LUE  was  still  non-functional,  but  he  could 
transfer  independently,  was  independent  in  mat 
mobility,  and  could  ambulate  one  hundred  fifty 
feet  with  a wide  based  quad  cane  with  supervi- 
sion to  moderate  assistance. 

DISCUSSION 

Stroke  is  defined  as  “the  sudden  onset  of  a focal 
neurologic  deficit  due  to  a presumed  local 
disturbance  in  the  blood  supply  to  the  brain”.1 
The  above  case  represents  a common  outcome  in 
a patient  with  a severe  stroke.  This  presentation 
addresses  some  of  the  questions  which  arise  in 
the  rehabilitation  of  stroke  patients. 

First,  is  it  worthwhile  for  the  patient  to  undergo 
an  intensive  and  costly  inpatient  rehabilitation 
program  which  may  result  in  only  modest  im- 
provement? Second,  what  is  the  rehabilitation 
process  for  stroke  patients  in  a rehabilitation 
facililty?  Finally,  how  are  specific  deficits  which 
result  from  a stroke  treated? 
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Justification  for  intensive  inpatient  stroke 
rehabilitation 

The  goal  of  a rehabilitation  course  is  to  max- 
imize an  individual’s  abilities  to  accomplish  func- 
tional activities.  Like  the  patient  described  today, 
many  stroke  patients  have  other  significant 
medical  problems  and  have  been  thought  to  be 
poor  rehabilitation  candidates;  traditional 
wisdom  has  been  that  many  do  not  live  long 
enough  to  justify  the  expense  and  effort  of  inpa- 
tient rehabilitation.  However,  at  least  50%  of  the 
immediate  survivors  of  stroke  live  for  seven  and 
a half  years  or  longer.2  Long-term  functional 
outcomes  for  those  having  access  to  a comprehen- 
sive rehabilitation  center  are  better  than  for 
those  cared  for  in  an  extended  care  facility,  com- 
munity hospital,  or  nursing  home.  The  care  in  the 
latter  three  types  of  institutions  may  help  pre- 
vent further  deterioration  but  is  unlikely  to  pro- 
gress the  patient  to  a higher  level  of  functional 
ability.3  If  a CVA  patient  lives  for  more  than 
twenty-two  months  after  intensive  inpatient 
rehabilitation  and  can  return  home,  there  is  also 
a decreased  total  cost  for  that  person’s  care.4 

Multiple  factors  other  than  cost  should  be  con- 
sidered when  deciding  whether  a patient  is  a can- 
didate for  inpatient  rehabilitation.  The  potential 
for  improved  independent  functioning,  greater 
socialization,  and  greater  community  involve- 
ment are  also  important  factors  that  justify 
rehabilitation. 

Prophylaxis  in  the  early  stages  after  a stroke 

Prior  to  beginning  vigorous  rehabilitation  in 
the  stroke  patient,  efforts  must  be  made  to  pre- 
vent early  complications.  These  prophylactic 
measures  must  begin  in  the  acute  care  hospital, 
and  often  must  continue  in  the  rehabilitation 
facility.  Pressure  sores  are  a potentially  serious 
problem  in  the  stroke  patient,  especially  if  the  pa- 
tient is  aphasic  and/or  anesthetic  in  an  area.  The 
frequently  used  two-inch  “egg  crate’’  mattress 
often  gives  a false  sense  of  security  and  will  not 
prevent  a pressure  sore  in  the  patient  at  risk. 
Almost  any  of  the  bony  areas  on  the  involved  side 
are  at  risk  in  the  hemiplegic/hemianesthetic  pa- 
tient. The  site  most  frequently  overlooked  is  the 
lateral  malleolus  because  the  involved  lower  ex- 
tremity typically  is  externally  rotated.  The  pa- 
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tient  must  be  frequently  turned  and  the  ap- 
propriate mattress  used.5  At  a minimum,  two 
two-inch  egg  crate  mattresses  should  be  tried. 
Biogard  foam  mattresses,  air  mattresses,  or  even 
water  mattresses  may  be  necessary. 

Every  effort  should  be  made  to  prevent  deep 
venous  thrombosis  (DVT)  and  consequent 
pulmonary  emboli  in  the  immobile  stroke  pa- 
tient. Once  the  patient  can  walk  outside  the 
parallel  bars  the  risk  is  greatly  decreased.  Since 
the  bedside  physical  examination  is  not  helpful 
in  diagnosing  DVT,5  we  routinely  assess  all  non- 
ambulatory patients  with  duplex  ultrasound  or 
other  non-invasive  studies.  Where  there  is  any 
doubt,  we  perform  venography.  Prophylactic  an- 
ticoagulation or  intermittent  compressive 
devices  should  be  considered  in  all  immobile 
stroke  patients.5 

Urinary  retention  and  incontinence  are  fre- 
quent problems  after  a stroke.  If  the  patient  is 
able  to  void,  bladder  catheterization  should  be 
performed  to  determine  the  post- void  residual;  if 
over  100  ml  of  urine  is  present  after  voiding,  fur- 
ther evaluation  should  include  at  a minimum  a 
urine  culture,  and  possibly  a cystometrogram  if 
the  voiding  dysfunction  persists  and  the  urine 
culture  is  negative.6  Consideration  should 
also  be  given  to  either  intermittent  catheteriza- 
tion or  to  an  indwelling  catheter.  The  former  is 
preferred  because  of  the  decreased  incidence  of 
bacteriuria.  If  the  patient  is  frequently  inconti- 
nent and  is  unable  to  communicate  his  needs  or 
get  to  the  toilet  or  urinal,  a two  hour  voiding 
schedule  should  be  considered. 

Range  of  motion  (ROM)  exercises  can  and 
should  be  started  immediately  after  a CVA. 
These  can  be  done  passively,  if  need  be;  as  the  pa- 
tient regains  function,  the  therapist  can  progress 
through  active-assistive  to  active  ROM  exercises. 
The  main  purposes  of  these  exercises  are  to  pre- 
vent contractures  and  to  provide  sensory  input  to 
the  nervous  system. 

The  rehabilitation  process  for  stroke  patients 

The  comprehensive  rehabilitation  of  an  in- 
dividual with  a stroke  involves  a team  approach. 
The  leader  of  the  team  should  be  a physician  with 
experience  in  rehabilitation  and  with  knowledge 
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)f  the  capabilities  of  each  member  of  the  team. 
Ideally  this  should  be  a physiatrist.  Physicians 
from  other  disciplines  should  be  available  for  con- 
sultation and  follow-up  care.  Other  team 
members  who  may  become  involved  in  the 
rehabilitation  process  include  rehabilitation 
nurses,  physical  therapists,  occupational 
therapists,  speech  pathologists,  social  workers, 
psychologists  and/or  psychiatrists,  orthotists,  and 
occasionally  vocational  rehabilitation  counselors 
(usually  the  average  stroke  patient  is  not  a can- 
didate to  return  to  gainful  employment).  There 
is  often  overlap  in  the  responsibilities  and  skills 
of  these  team  members;  frequent  communication 
is  essential  in  order  for  all  to  understand  the  pro- 
blems and  capabilities  of  the  patient  . For  exam- 
ple, in  the  stroke  patient  with  cognitive  dysfunc- 
tion, an  occupational  therapist  usually  should 
perform  cognitive  screening  and  a perceptual 
evaluation  in  order  to  properly  assess  the  extent 
of  the  deficit  in  handling  activities  of  daily  living 
(ADL).  A speech  pathologist  or  a psychologist 
might  also  be  needed  to  assist  in  the  evaluation 
of  a patient’s  cognitive  function. 

Because  of  multiple  areas  of  overlap,  a 
smoothly  functioning  team  is  essential  to  the 
rehabilitation  process.  This  should  be  ac- 
complished not  only  through  frequent  informal 
communication  between  team  members,  but  also 
through  weekly  or,  at  the  least,  biweekly  chart 
rounds  or  team  meetings. 

Treating  specific  deficits  in  a stroke  patient 

Recent  comprehensive  articles  and  texts  have 
addressed  in  a detailed  fashion  the  evaluation 
and  treatment  of  social,  emotional,  and  cognitive 
problems  that  may  ensue  following  a stroke.1  10 
This  section  deals  with  treatment  of  motor  prob- 
lems induced  by  stroke,  including  weakness  or 
paralysis  and  spasticity.  In  addition,  rehabilita- 
tion is  discussed  from  the  standpoint  of  ADL  in 
a neurologically  compromised  patient. 

The  location  rather  than  the  size  of  the  initial 
lesion  after  a stroke  seems  to  be  important  in  the 
final  functional  deficit.11  Synaptic  plasticity  is 
thought  to  exist  after  a CVA;  morphological 
neuronal  rearrangements  occur  so  that  the  unin- 
jured brain  “takes  over”  functions  previously  per- 
formed by  injured  areas.  Some  of  these  re- 
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arrangements  result  in  maladaptive  responses  and 
may  contribute  to  the  final  functional  deficit.  The 
time  frame  in  which  these  changes  take  place  can 
vary  from  hours  to  months.1112  At  the  present 
time  there  are  no  therapeutic  modalities  which 
increase  the  motor  return  that  occurs  naturally 
following  a stroke.  There  are,  however,  studies 
currently  underway  utilizing  drugs  in  an  attempt 
to  enhance  the  recovery  from  a cerebral  insult.11 

Until  such  drug  therapy  becomes  available, 
however,  the  physiatrist  must  be  content  to  ad- 
dress the  specific  deficits  from  a physical  therapy 
standpoint. 

Spasticity,  an  increase  in  muscle  tone  due  to  an 
upper  motor  neuron  lesion,  is  often  a serious 
deterrent  to  recovery.  Factors  which  can  result  in 
an  increase  in  spasticity  include  pressure  sores, 
infections,  constipation,  contractures,  almost  any 
painful  condition,  including  ingrown  toenails, 
anxiety,  or  extremes  of  heat  and  cold.  It  is  always 
important  to  look  for  an  etiology  when  the  level 
of  a patient’s  spasticity  worsens. 

There  are  numerous  therapies  that  can  be  used 
to  alleviate  spasticity.  At  the  same  time  it  should 
be  realized  that  in  some  patients  a certain  degree 
of  spasticity  in  the  lower  extremities  may  help 
the  patient  stand  or  even  walk.  Each  patient 
should  be  evaluated  on  an  individual  basis,  with 
the  treatment  for  spasticity  tailored  to  his  or  her 
needs. 

Biofeedback  can  be  useful  in  reducing  spastici- 
ty. Special  equipment  and  trained  therapists  are 
required,  and  the  patient  must  be  capable  of 
understanding  the  process.  Sustained  stretching 
of  the  spastic  muscle,  and  the  application  of  heat, 
or  paradoxically,  cold  can  all  result  in  decreased 
spasticity.  Functional  electrical  stimulation  has 
been  helpful  in  relieving  spasticity  in  spinal  cord 
injured  patients  by  activating  muscles  an- 
tagonistic to  the  spastic  muscle.  Its  role  in  deal- 
ing with  spasticity  in  the  stroke  victim,  however, 
is  unclear. 

There  are  presently  three  drugs  indicated  for 
the  alleviation  of  upper  motor  neuron  spasticity. 
Dantrolene  sodium  is  the  agent  that  theoretical- 
ly should  have  the  greatest  benefit  for  the  stroke 
patient.  Its  site  of  action  is  beyond  the 
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neuromuscular  junction,  and  it  interferes  with 
intramuscular  calcium  ion  release.  It  can  cause 
mild  sedation  (less  than  baclofen  or  diazepam), 
and  there  have  been  rare  reports  of  death  follow- 
ing its  use  secondary  to  hepatic  complications.13 
For  this  reason,  it  is  recommended  that  periodic 
liver  function  tests  be  monitored. 

Baclofen  acts  primarily  at  the  spinal  cord  level 
and  causes  decreased  transmission  of 
monosynaptic  extensor  and  polysynaptic  flexor 
reflexes.  Drowsiness  and  weakness  are  common, 
and  liver  dysfunction  has  been  reported.  There 
has  been  little  research  about  its  effectiveness  in 
patients  with  spasticity  of  cerebral  origin.13 

Diazepam  acts  centrally  to  increase  inhibition 
of  gamma  motor  neurons.  As  with  baclofen,  its  ef- 
ficacy in  stroke  patients  has  not  been  studied. 
Sedation  is  very  common,  and  the  use  of 
diazepam  can  result  in  impaired  memory.  For 
these  reasons,  its  benefits  rarely  outweigh  the 
adverse  effects  in  patients  with  a stroke.13 

Phenol  blocks  have  been  a time-honored 
method  of  dealing  with  spasticity.  Neurolysis  of 
an  entire  nerve  trunk  or  the  blocking  of  a few 
selective  motor  units  can  be  accomplished.  These 
blocks  can  be  quite  effective  in  reducing  the 
degree  of  spasticity  and  can  be  repeated  if  and 
when  the  spasticity  returns.14  Surgery  can  also 
be  performed  to  lengthen  tendons  of  spastic 
muscles,  especially  if  a contracture  has  resulted. 

Weakness  and  paralysis  are  the  main  deficien- 
cies which  patients  and  their  families  consider 
when  they  hear  the  word  stroke.15  The  usual 
manual  muscle  examination  is  not  sufficient  to 
give  a clear  indication  of  the  functional  ability  of 
the  patient.  In  addition  to  the  strength  of  various 
muscles  groups,  other  factors,  including  spastici- 
ty, incoordination,  apraxia,  uninhibited  reflexes, 
and  the  relationship  to  gravity  and  posture  must 
be  assessed.  For  example,  examining  a patient’s 
LE  strength  in  the  supine  position  will  usually 
not  allow  a prediction  of  whether  the  patient  can 
stand  or  walk.  A trial  is  necessary  to  determine 
whether  the  potential  for  ambulation  is  present. 

The  program  for  walking  starts  in  the  parallel 
bars  and  progresses  to  a quadrilateral  and  then 
to  a regular  cane  and,  hopefully,  eventually  to  the 
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need  for  no  assistive  device.  It  is  common  for  the 
stroke  patient  to  develop  a “foot  drop”  and  need 
a molded  ankle  foot  orthosis  (MAFO)  to  maintain 
the  involved  foot  in  at  least  a neutral  position.  LE 
edema  in  the  paralyzed  limb  is  often  seen  soon 
after  a stroke;  caution  must  be  exercised  when  a 
MAFO  is  prescribed  if  swelling  is  present. 
Resolution  of  the  edema  can  result  in  a poor  fit; 
the  ensuing  improper  positioning  of  the  foot  can 
lead  to  a subsequent  fall.  Poor  fitting  of  the 
MAFO  may  not  occur  until  the  patient  has  been 
discharged  from  the  rehabilitation  facility,  and 
the  family  or  caretaker  must  be  alert  to  this 
possibility.  A sensory  deficit  is  a relative  con-  , 
traindication  to  a MAFO  since  an  asymptomatic 
pressure  sore  can  develop.  The  MAFO,  if 
prescribed,  should  be  made  by  an  orthotist  with 
experience  and  the  willingness  and  availability 
to  make  modifications  if  necessary. 

Once  strength  begins  to  return  to  the  involved 
limb,  it  is  necessary  to  concentrate  on  improving 
coordination.  Repetition  of  activities,  possibly 
millions  of  times,  is  necessary.16  Return  to  inac- 
tivity can  result  in  loss  of  coordination.  Therefore, 
once  the  coordination  improves,  the  mastered 
skills  must  be  frequently  utilized.17  The  use  of 
repetitive  exercises  is  also  helpful  in  patients 
with  ataxia  or  balance  difficulties.17 

In  those  patients  who  are  not  candidates  for 
ambulation  training,  it  is  vitally  important  to 
emphasize  transfer  activities.  The  ability  of  the 
patient  to  transfer  with  minimal  assistance  or  in 
an  independent  fashion  may  mean  the  difference 
between  going  home  or  having  to  go  to  an 
extended  care  facility,  especially  when  the  spouse 
or  caretaker  is  unable  to  lift  the  patient.  Admis- 
sion to  a rehabilitation  facility  is  often  justified 
to  achieve  such  a limited  goal  even  if  it  is  felt  that 
the  patient  will  not  achieve  complete  in- 
dependence. 

Activities  of  Daily  Living  (ADL)  are  primarily 
addressed  by  the  occupational  therapist.  In  order 
to  deal  with  ADL  dysfunction,  the  occupational 
therapist  must  do  a cognitive  screen  to  obtain 
some  idea  of  the  patient’s  ability  to  learn  and  re- 
tain new  knowledge.  Perception  must  also  be 
evaluated.  Can  the  patient  tell  which  is  the  right 
arm  of  a shirt,  recognize  socks  and  underwear, 
etc.?  Can  he  tell  which  item  is  closest,  which  fur- 
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,her  away?  Is  there  is  a visual  field  cut?  If  so,  soon 
after  the  onset  of  a stroke  the  patient’s  bed  should 
oe  situated  so  that  the  eye  with  the  field  cut  is 
against  the  wall;  visual  input  is  maximized  in 
this  way,  and  the  patient  may  be  more  oriented 
and  more  aware  of  his  surroundings.  Later  in  the 
course  of  therapy,  it  is  important  to  keep  the  in- 
tact field  against  the  wall  so  as  to  force  the 
development  of  compensatory  techniques  for  the 
field  cut. 

The  same  philosophy  holds  true  for  physical 
therapy.  Initially  the  patient  should  be  allowed 
to  take  advantage  of  every  ability  that  remains. 
Later,  he  must  be  forced  to  compensate  for  lost 
capabilities.  The  timing  of  this  change  in 
philosophy  must  be  judged  individually. 
Regardless  of  the  stage  of  rehabiliation,  however, 
the  therapist  should  allow  the  patient  to  finish 
each  session  with  a success.  This  encourages  the 
patient  to  look  forward  to  the  next  session  and 
emphasizes  the  accomplishments  of  therapy. 

ADL  include  dressing,  grooming,  toileting, 
eating,  homemaking,  and  kitchen  activities.  Con- 
ditions at  the  place  to  which  the  patient  is  to  be 
discharged  should  be  simulated  in  the  rehabilita- 


tion facility  as  closely  as  possible.  It  may  be 
necessary  for  the  rehabilitation  team  to  make 
recommendations  for  modifications  to  the  living 
quarters  or  to  suggest  specific  equipment  to 
alleviate  shortcomings. 

Dysphagia  is  a frequently  overlooked  problem; 
the  patient’s  swallowing  function  should  be  ade- 
quately assessed  prior  to  allowing  the  patient  to 
attempt  to  feed  himself.  It  is  much  easier  to  pre- 
vent aspiration  than  to  treat  an  aspiration 
pneumonia.  A bedside  evaluation  will  often  not 
suffice.  In  particular,  the  presence  or  absence  of 
a gag  reflex  is  not  a predictor  of  swallowing  func- 
tion.5 Usually  either  the  speech  pathologist  or 
occupational  therapist  is  responsible  for  the 
evaluation  and  management  of  swallowing  ab- 
normalities. Video  swallowing  studies  should  be 
done  if  there  is  any  suspicion  of  a problem. 
Cineesophagographic  studies  using  foods  of  dif- 
ferent consistencies  may  be  necessary  to  deter- 
mine the  appropriate  dysphagia  diet.  For  exam- 
ple, thicker  liquids  may  be  tolerated  without 
aspiration,  whereas  ingestion  of  water  may  result 
in  aspiration.  The  nursing  staff  and  family, 
usually  in  attendance  when  the  patient  is  eating, 
should  be  apprised  of  abnormal  swallowing. 


On  admission 

At  discharge 

3 months 
after  discharge 

Alone  at  home 

23% 

27% 

34% 

At  home  with  others 

76% 

57% 

48% 

Transfer  to  acute  care 

NA 

1% 

1% 

Transfer  to  nursing  home 

NA 

5% 

5% 

Death 

NA 

1% 

6% 

No  information 

1% 

9% 

6% 

Table  1.  Living  situations  in  stroke  patients  admitted  to  a rehabilitation  facility.  NA  = not  applicable. 


Activity 

On  admission 

At  discharge 

3 months 
after  discharge 

Dressing 

16% 

51% 

60% 

Toileting 

22% 

60% 

64% 

Transfers 

20% 

55% 

68% 

Ambulation 

10% 

51% 

64% 

Climbing  stairs 

9% 

40% 

56% 

Table  2.  Independent  ADL 

in  stroke  patients  admitted  to 

a rehabilitation  facility. 
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The  lack  of  dressing  skills  often  is  a manifesta- 
tion of  broader  perceptual  problems.  The  pa- 
tient’s ability  or  inability  to  comprehend  how  or 
where  to  put  on  clothing  can  be  easily  assessed 
by  an  occupational  therapist.  While  he  may  com- 
prehend where  and  how  clothing  goes  onto  the 
body,  he  may  not  be  able  to  physically  complete 
the  task  because  of  motor  deficits.  The  skills  of 
the  occupational  therapist  are  important  in  at- 
tempting to  have  the  patient  regain  that  lost 
capability. 

Bathing  can  be  an  extremely  dangerous  activi- 
ty, and  the  patient’s  ability  to  bathe  independent- 
ly must  be  carefully  assessed.  There  is  often  the 
need  for  a tub  bench  or  chair,  or  grab  bars  in  a 
shower.  Many  times  the  patient  should  not  be  per- 
mitted to  bathe  without  assistance. 

Effectiveness  of  inpatient  rehabilitation 

Does  rehabilitation  work?  What  are  the  out- 
comes of  intensive  inpatient  rehabilitation  for 
the  stroke  patient?  Does  improvement  occur,  and 
is  it  maintained  after  discharge  from  the 
rehabilitation  setting?  Few  studies  attempt  to 
answer  these  questions.  In  a recent  study  the 
author  reviewed  215  stroke  patients  admitted  to 
the  rehabilitation  unit  of  a university  hospital  in 
a large  city. 

The  data  are  clear  that  both  the  patient’s  abili- 
ty to  live  in  a private  home  situation  and  the 
ability  to  perform  independent  ADL  are 
improved  during  a stay  at  an  inpatient 
rehabilitation  facility.  The  improvement  con- 
tinues beyond  the  inpatient  stay  in  most  patients 
(Tables  1 and  2). 

In  conclusion,  rehabilitation  does  offer  the 
stroke  patient  an  opportunity  to  improve  func- 
tional independence  and  should  be  considered  at 
the  time  of  admission.  Perhaps  even  more  impor- 
tantly, early  initiation  of  rehabilitation  shows  the 
patient  and  loved  ones  that  the  staff  is  thinking 
ahead  and  that  perhaps  the  future  is  not  as  bleak 
as  it  appeared  at  the  time  of  the  cerebrovascular 
catastrophe. 
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VIRAL  HEPATITIS:  CURRENT  STATUS 


Lawrence  S.  Friedman,  M.D. 


Remarkable  advances  in  our  understanding  of 
viral  hepatitis  have  taken  place  in  the  past  25 
years,  and  the  pace  of  progress  continues 
undiminshed.1  As  recently  as  1988,  a major 
breakthrough  came  in  the  definitive  identifica- 
tion of  the  previously  elusive  transfusion- 
associated  non-A,  non-B  hepatitis  virus,  now 
termed  the  hepatitis  C virus.  A large  array  of 
serologic  tests  are  now  available  to  facilitate  the 
diagnosis  of  viral  hepatitis.  Improved  understan- 
ding of  the  biology  of  hepatitis  viruses  has  led  to 
improved  strategies  for  the  prevention  of  viral 
hepatitis,  most  notable  safe  and  effective 
hepatitis  B vaccines. 

This  review  will  discuss  our  current  understan- 
ding of  viral  hepatitis  with  regard  to  clinical 
features,  virology,  epidemiology,  and  prevention. 

CLINICAL  FEATURES 

Hepatitis  refers  to  a disease  characterized  by 
hepatocellular  inflammation  and  necrosis.  Aside 
from  viral  hepatitis,  hepatitis-like  illnesses  may 
be  cause  by  alcohol,  hepatotoxic  drugs,  heart 
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Department  of  Medicine  at  Jefferson  Medical  College  in  Philadelphia, 
Pennsylvania. 


failure,  biliary  tract  disease,  and  hepatic 
metastases;  these  entities  must  be  considered 
particularly  in  patients  with  atypical  features  of 
viral  hepatitis.  There  are  now  known  to  be  five 
classic  hepatitis  viruses,  conveniently  designated 
A,  B,  C,  D,  and  E.  In  addition,  several  other  viral 
agents,  including  cytomegalovirus  (CMV)  and 
Epstein-Barr  (EBV),  may  cause  hepatitis  as  part 
of  a systemic  illness. 

The  clinical  features  that  characterize 
hepatitis  caused  by  different  viruses  overlap,  and 
the  etiologic  agent  cannot  generally  be  predicted 
from  the  clinical  findings.2  Specific  viral 
diagnosis  depends  on  the  application  of  serologic 
tests.  The  severity  of  acute  viral  hepatitis  may 
range  from  inapparent,  asymptomatic  infection 
to  fulminant  hepatic  failure  leading  to  death.  In 
classic  acute  icteric  viral  hepatitis,  the  patient 
presents  after  an  incubation  period  that  varies 
with  the  etiologic  agent.  Presenting  features  in- 
clude a flu-like  prodome  characterized  by  a low 
grade  fever,  fatigue,  malaise,  anorexia,  nausea, 
vomiting,  diarrhea,  headache,  myalgia,  and  an 
altered  sense  of  taste  and  smell.  In  children, 
nasal  discharge,  sore  throat,  and  cough  may  be 
present.  Within  several  days  to  a week  hepatitic 
manifestations  predominate,  including  dark 
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urine,  light  stools,  pruritus,  right  upper  quadrant 
discomfort,  and  tender  hepatomegaly.  Jaundice, 
most  easily  detected  in  mucous  membranes, 
develops  several  days  after  the  onset  of  dark 
urine.  In  a typical  case,  clinical  illness  may  last 
up  to  four  to  six  weeks,  sometimes  longer. 

In  infants,  young  children,  and  some  adults, 
acute  viral  hepatitis  may  be  inapparent, 
characterized  only  by  elevated  serum 
aminotransferase  levels  in  the  absence  of  specific 
syptoms.  In  some  instances,  anicteric  hepatitis 
may  occur,  in  which  a flu-like  illness  as  described 
above  is  unaccompanied  by  jaundice.  In  fact,  even 
in  acute  hepatitis  B,  jaundice  develops  in  only  25 
percent  of  patients.  At  the  other  extreme  is  fulmi- 
nant viral  hepatitis,  which  is  associated  with 
massive  or  submassive  hepatitis  necrosis  and 
results  in  hepatic  failure  with  encephalopathy, 
coagulopathy,  deep  jaundice,  renal  failure, 
cerebral  edema,  and  possibly  death. 

During  the  coarse  of  acute  viral  hepatitis  a 
variety  of  systemic  manifestations  may  occur.3 
These  include  a macular  erythematous  rash  and, 
less  commonly,  an  urticarial  eruption,  general- 
ly due  to  HBV-related  immune  complexes.  In  10 
to  20  percent  of  patients  with  acute  viral 
hepatitis,  arthralgias  may  develop,  usually  dur- 
ing the  prodrome.  Occasionally,  frank  arthritis  or 
a serum  sickness-like  illness  may  occur  early  in 
acute  hepatitis  B,  due  to  deposition  of  immune 
complexes.  Rarely,  arthritis  associated  with 
cryoglobulinemia  and  cutaneous  vasculitis  has 
been  observed  in  patients  with  acute  hepatitis  A. 
Additional  immune  complex  phenomena  that 
may  occur  during  the  course  of  hepatitis  B infec- 
tion include  membranous  or  mem- 
branoproliferative  glomerulonephritis,  nephrotic 
syndrome,  polyarteritis  nodosa,  and  hypersen- 
sitivity angiitis.  Even  rarer  are  cases  of 
polyneuritis,  mononeuritis,  GuillainBarre  syn- 
drome, myelitis,  and  encephalitis. 

In  typical  cases  of  acute  viral  hepatitis  serum 
aminotransferase  levels  are  elevated,  occasional- 
ly as  high  as  200  times  above  the  upper  limit  of 
normal.  The  level  of  aminotransferase  elevations 
does  not  correlate  well  with  the  degree  of  liver 
cell  damage  or  with  the  specific  etiologic  agent, 
although  peak  aminotransferase  levels  are 
higher  on  average  in  hepatitis  B than  in  other 


causes  of  acute  viral  hepatitis.  The  degree  of 
elevation  of  the  bilirubin  and  prolongation  of  the 
prothrombin  time  do  generally  correlate  with  the 
severity  of  illness  and  represent  important 
prognostic  parameters. 


Several  other  clinical  variants  are  worth  keep- 
ing in  mind.  Occasionally,  acute  viral  hepatitis 
is  prolonged  in  duration,  lasting  for  12  months 
or  longer.  This  variant  is  referred  to  as  prolonged 
viral  hepatitis  or  chronic  lobular  hepatitis. 
Cholestatic  viral  hepatitis  is  characterized  by  a 
prolonged  clinical  course  with  persistent,  often 
marked  jaundice,  and  pruritus,  often  mimicking 
extrahepatic  biliary  obstruction;  this  variant  is 
most  often  seen  in  association  with  acute 
hepatitis  A.4  In  addition,  about  8 to  10  percent 
of  cases  of  acute  hepatitis  A are  characterized  by 
a relapsing  course  in  which  symptoms  and  liver 
biochemical  abnormalities  reappear  after 
apparent  recovery.5  In  some  cases,  two  or  three 
relapses  may  occur  before  final  clinical  recovery. 
In  many  patients,  with  acute  transfusion 
associated  hepatitis  C,  the  course  is  marked  by 
a distinctive  pattern  of  waxing  and  waning 
serum  aminotranferase  activity,  a pattern  that 
is  not  generally  seen  with  other  causes  of  viral 
hepatitis.  For  reasons  yet  to  be  elucidated, 
aplastic  anemia  may  occur  after  viral  hepatitis, 
most  commonly  non-A,  non-B  hepatitis 
(presumably  hepatitis  C);  this  complication  may 
be  particularly  frequent  after  liver  transplanta- 
tion for  fulminant  non-A,  non-B  hepatitis.6 


The  most  frequent  long-term  complication  of 
acute  viral  hepatitis  is  chronic  hepatitis,  which 
may  range  in  severity  from  an  asymptomatic  car- 
rier state  to  chronic  active  hepatitis  leading  to 
cirrhosis.  Whereas  hepatitis  A never  results  in 
persistent  infection  or  a chronic  carrier  state, 
hepatitis  B may  result  in  chronic  infection  in  up 
to  5 to  10  percent  of  cases,  and  hepatitis  C is  likely 
to  result  in  chronic  infection  in  over  50  percent 
of  cases.  Persons  with  chronic  hepatitis  and 
cirrhosis  may  also  be  at  increased  risk  of 
hepatocellular  carcinoma. 

HEPATITIS  A VIRUS 


Hepatitis  A virus  (HAV)  is  a 27-nm  single- 
stranded  RNA  virus  that  belongs  to  the  picorna- 
virus  family.  Two  weeks  after  exposure,  HAV 
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appears  in  the  blood,  bile,  liver,  and  stool.  The 
onset  of  clinical  illness  usually  occurs  at  four 
weeks  after  exposure.  Once  a patient  has 
developed  jaundice,  infectivity  markedly 
decreases.  Fulminant  infection  is  very  rare,  and 
as  noted  above,  the  disease  is  always  self-limited 
with  no  chance  of  chronic  infection.' 

The  diagnosis  of  acute  hepatitis  A (formerly 
infectious  hepatitis)  depends  on  the  detection  in 
serum  of  IgM  antibody  to  hepatitis  A virus  (IgM 
anti-HAV),  which  is  very  sensitive  and  specific  for 
the  diagnosis  for  acute  hepatitis  A.  This  antibody 
usually  appears  during  acute  illness  and  may 
persist  for  several  months  after  convalescence, 
after  which  IgG  anti-HAV  persists  indefinitely, 
indicating  infection  in  the  more  remote  past  and 
immunity  to  reinfection.  HAV  is  transmitted  by 
the  fecal-oral  route  and  thus  may  be  transmitted 
by  contaminated  food,  water,  milk,  and  even  in- 
adequately steamed  shellfish.8  Spread  of  HAV  is 
enhanced  by  crowding,  poor  sanitation,  and  close 
institutional  contact,  as  may  occur  in  the  day- 
care setting,  a common  site  for  contemporary  out- 
breaks of  hepatitis  A.  Percutaneous  transmission 
of  hepatitis  A is  very  rare. 

Hepatitis  A is  best  prevented  by  strict 
adherence  to  hygiene  in  settings  where  fecal-oral 
transmission  is  a possibility.  Postexposure  pro- 
phylaxis with  a single  injection  of  immune 
globulin  is  indicated  for  household  and  institu- 
tional contacts  (but  not  casual  contacts  at  work 
or  school)  within  two  weeks  of  a known  exposure 
and  results  in  80  to  90  percent  protection  against 
hepatitis  A.  Pre-exposure  prophylaxis  with  a 
hepatitis  A vaccine  should  become  available  in 
the  near  future  and  may  ultimately  be  indicated 
for  travelers  to  endemic  areas  or  military  recruits 
who  have  reached  adulthood  without  prior 
exposure  to  hepatitis  A. 

HEPATITIS  B VIRUS 

Hepatitis  B virus  is  a 42-nm  virus  with  a par- 
tially double-stranded  DNA  genome  and  belongs 
to  the  hepadnavirus  family,  which  includes 
similar  viruses  that  infect  some  species  of  wood- 
chucks, squirrels,  and  ducks.  The  structure  of 
hepatitis  B virus  is  more  complex  than  that  of 
hepatitis  A virus.2  There  is  an  outer  surface  coat 
which  expresses  hepatitis  B surface  antigen 


(HBsAg)  and  an  inner  viral  core  that  expresses  a pro- 
tein called  hepatitis  core  antigen  (HBcAg).  During 
hepatitis  B infection1  a breakdown  product  of  the 
core,  hepatitis  B e antigen  (HBeAg),  circulates  in  the 
blood  and  signifies  viral  replication  in  the  liver  and 
a relatively  increased  state  of  infectivity.  The 
hepatitis  B viral  genome  is  approximately  3200  base 
pail's  in  length,  is  partially  double-stranded,  and  uses 
a retroviral  method  of  replication.  The  viral  genome 
contains  genes  that  code  for  HBsAg,  HBcAg,  and  the 
DNA  polymerase.  In  addition,  there  are  pre-S  regions 
that  code  for  proteins  thought  to  be  involved  in  the 
process  by  which  the  vims  attaches  specifically  to 
hepatocytes  during  infection.  An  additional  X gene 
codes  for  a protein  whose  function  has  not  been  fully 
defined. 

Several  weeks  after  exposure,  the  first  marker 
to  appear  in  serum  is  HBsAg.  Shortly  thereafter, 
HBeAg,  DNA  polymerase,  and  HBV  DNA  appear 
in  the  serum,  reflecting  active  viral  replication 
in  the  liver.  Another  early  marker  of  acute 
hepatitis  B (formerly  serum  hepatitis)  is  antibody 
to  hepatitis  core  antigen  (anti-HBc).  Initially,  the 
anti-HBc  is  of  the  IgM  class  (IgM  anti-HBc),  and 
IgM  anti-HBc  is,  in  fact,  a reliable  marker  of 
acute  hepatitis  B.  Clinical  hepatitis  generally 
develops  about  10  to  12  weeks  after  exposure.  In 
self-limited  cases,  HBeAg,  DNA  polymerase,  and 
HBV  DNA  disappear  from  serum  within  several 
weeks.  After  clinical  recovery,  HBsAg  disappears, 
usually  within  several  months,  and  antibody  to 
hepatitis  B surface  antigen  (anti-HBs)  appears, 
signifying  recovery  and  immunity  to  reinfection. 
Anti-HBc  persists  in  serum  indefinitely,  but  with 
recovery  the  anti-HBc  is  predominantly  of  the 
IgG  class  (IgG  anti-HBc). 

The  diagnosis  of  acute  hepatitis  B can  usually 
be  made  by  the  detection  in  se  Nm  of  HBsAg  and 
IgM  anti-HBc.9  In  some  cases,  titers  of  HBsAg 
may  be  very  low,  and  the  only  detectable  marker 
of  acute  hepatitis  B may  be  IgM  anti-HBc. 
Generally,  within  six  months  of  the  onset  of  the 
disease,  IgM  anti-HBc  disappears  while  IgG  anti- 
HBc  persists.  In  patients  who  have  recovered 
from  acute  hepatitis  B,  both  anti-HBs  and  IgG 
anti-HBc  generally  persist  indefinitely. 

In  up  to  10  percent  of  cases  of  acute  hepatitis 
B in  adults  (and  in  up  to  90  percent  of  neonates 
and  infants  infected  at  or  near  birth),  HBV  infec- 
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tion  may  not  resolve  but  may  persist  indefinite- 
ly.10 Such  patients  remain  persistently  positive 
for  HBsAg  in  serum.  In  most  cases,  they  lose  IgM 
anti-HBc  within  6 months  of  infection,  but  IgG 
anti-HBc  remains  detectable.  Thus,  chronic 
hepatitis  B is  generally  characterized  by  per- 
sistence of  HBsAg  and  IgG  anti-HBc. 

Chronic  hepatitis  B is  generally  divided  into 
two  phases,  termed  the  replicative  and 
nonreplicative  phases.10  The  early,  replicative 
phase  is  characterized  by  clinical  and 
biochemical  evidence  of  active  hepatic  inflamma- 
tion, relatively  high  serum  aminotransferase 
levels,  and  continued  production  of  intact  HBV. 
During  this  phase,  circulating  HBeAg,  HBV 
DNA,  and  DNA  polymerase  are  detectable.  After 
a variable  period  of  time,  often  years  after  acute 
infection,  patients  with  chronic  hepatitis  B may 
enter  a nonreplicative  phase,  during  which  active 
viral  replication  ceases.  The  conversion  from  the 
replicative  to  the  nonreplicative  phase  is  fre- 
quently heralded  by  a transient  rise  in  serum 
aminotransferase  levels,  often  in  association  with 
an  exacerbation  of  clinical  hepatitis.  This  is 
generally  followed  by  integration  of  the  HBV 
DNA  into  the  host  genome  in  infected 
hepatocytes.  Subsequently,  active  hepatic  inflam- 
mation subsides,  although  the  patient  remains 
an  asymptomatic  HBV  carrier.  Conversion  from 
the  replicative  to  the  nonreplicative  phase  is 
typically  accompanied  by  loss  of  HBeAg,  HBV 
DNA,  and  DNA  polymerase  with  the  appearance 
in  serum  of  antibody  to  hepatitis  B e antigen 
(anti-HBe).  HBV  DNA  integration  into  the  host 
genome  is  thought  to  be  an  important  step  in  the 
ultimate  development  of  hepatocellular  car- 
cinoma in  patients  with  longstanding  chronic 
hepatitis  B,  especially  when  infection  has  occured 
early  in  life. 

A patient  with  acute  hepatitis  and  HBsAg  in 
serum  cannot  be  assumed  to  have  acute  hepatitis 
B.  Alternatively,  the  patient  may  have  chronic 
hepatitis  B and  acute  hepatitis  caused  by  a dif- 
ferent agent. 1 The  differential  diagnosis  in  this 
setting  includes  (l)a  transient  exacerbation  of 
chronic  hepatitis  B associated  with  conversion 
from  the  replicative  to  the  nonreplicative  phase; 
(2)  an  acute  reactivation  of  previously  quiescent 
anti-HBe  positive  chronic  hepatitis  B,  with  the 
reappearance  in  serum  of  HBeAg  and  HBV  DNA; 
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(3)  acute  superinfection  with  HAV,  hepatitis  C 
virus,  hepatitis  D virus  (see  below),  or  another 
viral  agent;  (4)  the  development  of  hepatocellular 
carcinoma;  and  (5)  acute  drug-induced  hepatitis; 
ischemic  hepatitis,  Budd-Chiari  syndrome,  or 
some  other  acute  hepatitis-like  illness. 

Nearly  300  million  people  worldwide,  five  per- 
cent of  the  earth’s  population  are  infected  with 
HBV.  Hepatitis  B virus  is  endemic  in  certain 
areas  such  as  sub-Saharan  Africa  and  southeast 
Asia.  In  the  United  States,  the  incidence  of  HBV 
infection  is  0.1  to  0.2  percent,  but  the  risk  is  in- 
creased in  certain  subgroups,  such  as  pro- 
miscuous homosexual  men,  intravenous  drug 
abusers,  multiply  transfused  persons,  and,  to  a 
lesser  extent,  medical  personnel.  Transmission 
generally  occurs  percutaneously,  as  by  a 
needlestick  injection,  intraveneous  drug  use, 
hemodialysis,  or  transfusion  of  blood  products,  or 
by  intimate  or  sexual  contact.  In  endemic  areas 
perinatal  transmission,  with  mixing  of  maternal 
and  fetal  blood  at  the  time  of  delivery,  is  an 
important  mode  of  transmission. 

Prevention  of  hepatitis  B depends  on  the  inter- 
ruption of  transmission  route.  Effective 
strategies  have  included  screening  of  donated 
blood  for  HBsAg,  the  use  of  sterile  operative 
techniques,  serologic  surveillance  of  patients  and 
staff  in  hemodialysis  units,  and  patient  educa- 
tion. In  patients  with  established  chronic 
hepatitis  B,  attempts  to  eliminate  the  virus  using 
antiviral  and  immunomodulatory  therapy,  as 
with  the  agent  interferon,  have  met  with  only 
modest  success."  Although  such  therapy  rarely 
eliminates  the  virus  entirely,  up  to  40  percent  of 
patients  treated  with  regimens  that  include 
interferon  may  undergo  seroconversion 
from  an  HBeAg  positive  (replicative)  to  an  anti- 
HBe-positive  (nonreplicative)  state. 

The  most  successful  strategies  for  preventing 
hepatitis  B viral  infection  have  involved  the  use 
of  the  hepatitis  B vaccine.12  In  the  United 
States,  the  original  plasma-derived  hepatitis  B 
vaccine  (Heptavax  B,  Merck  Sharp  and  Dohme) 
has  been  supplanted  by  newer  recombinant  vac- 
cines (Recombivax-HB,  Merck  Sharp  and  Dohme; 
Engerix  B,  Smith  Kline  and  French)  (Table).  All 
available  vaccines  are  remarkably  immunogenic, 
effective,  and  safe.  Even  the  plasma-derived  vac- 
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safest,  most  accurate  mammograms 
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ing environment — just  what  you 
expect  for  your  patients. 

Call  428-2251  to  schedule 
mammograms,  or  come  see  first- 
hand why  you  should  refer  your 
patients  to  today’s  Wilmington 
Hospital.  The  Medical  Center 
of  Delaware  welcomes  your  refer- 
rals for  this  important  means  of 
early  breast  cancer  detection,  and 
looks  forward  to  a strong  work- 
ing partnership. 
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Over  5,500  patients  have  had  their  kidney 
stones  successfully  treated  at  Mid-Atlantic  Stone  Center. 
More,  than  any  other  Center  in  the  area. 

Our  vast  experience  has  led  us  to  be  recognized 
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technology,  information  and  patient  care. 
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practitioner.  We  offer  physicians  training  in 
lithotripsy,  convenient  patient  scheduling  and 
the  day-to-day  assistance  of  an  on-site  medical 
director. 

Find  out  more  about  the  Center,  and 
why  over  1 40  physicians  have  chosen  to  be  on 
staff  here.  Return  the  form  below  or  call  Dawn 
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cine,  prepared  by  extraction  and  purification  of 
22-nm  HBsAg  spheres  from  the  plasma  of  chronic 
HBsAg  carriers,  has  been  shown  repeatedly  to  be 
exceedingly  safe,  and,  specifically,  not  associated 
with  transmission  of  the  human  immunodefi- 
ciency virus  (HIV)  or  any  other  known  infectious 
agent. 

In  the  United  States,  hepatitis  B vaccination 
has  been  targeted  to  certain  high  risk  groups. 
Nevertheless,  even  among  health  care  workers, 
acceptance  of  hepatitis  B vaccination  has  been  no 
higher  than  50  percent,  and  strategies  to  reach 
certain  subgroups,  such  as  intravenous  drug 
users,  have  largely  failed.  Because  hepatitis  B 
can  occur  in  the  absence  of  known  risk  factors  or 
a known  exposure  event  and  because  the 
incidence  of  hepatitis  B is  continuing  to  increase 
in  the  United  States,  in  the  future  consideration 
will  likely  be  given  to  universal  hepatitis  B 
vaccination.11  In  edemic  areas,  such  as  parts  of 
sub-Sarahan  Africa  and  southeast  Asia, 
universal  vaccination  of  infants  at  or  near  the 
time  of  birth  has  already  been  implemented.  The 
current  strategy  is  to  combine  hepatitis  B vac- 
cination with  an  initial  injection  of  hepatitis  B 
immune  globulin  so  that  immediate  protection 
is  provided  just  after  delivery.  Additionally,  for 
persons  who  have  not  been  vaccinated  yet  who 
are  exposed  to  hepatitis  B,  postexposure 
prophylaxis  with  the  immediate  administration 
of  hepatitis  B immune  globulin  and 
simultaneous  initiation  of  the  hepatitis  B vaccine 
series  is  currently  standard  practice. 

The  ultimate  goal  of  hepatitis  B vaccination  is 
the  worldwide  eradication  of  HBV  and  the 
resulting  decrease  in  the  prevalence  of  cirrhosis 
and  hepatocellular  carcinoma.  Accomplishing 
this  goal  will  require  the  development  of  improv- 
ed strategies  for  reaching  populations  at  risk,  the 
development  of  less  expensive  vaccines  that  will 
prove  cost-effective  for  widespread  immunization, 
the  elucidation  of  mechanisms  of  nonresponse  to 
the  vaccine,  and  the  development  of  strategies  to 
circumvent  vaccine  nonresponsiveness.  Newer 
vaccines  currently  under  study  and  development 
include  vaccines  that  employ  purified  HBsAg 
polypeptides,  synthetic  HBsAg  polypetides, 
HBsAg  derived  from  hepatocellular  carcinoma 
cell  lines,  and  other  cloned  HBV  DNA 
vaccines.14 
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HEPATITIS  C VIRUS 

Since  1974,  it  has  been  recognized  that  there 
is  at  least  one  virus,  and  possibly  two,  distinct 
from  HAV  and  HBV  that  accounts  for  the  majori- 
ty of  cases  of  transfusion-associated  viral 
hepatitis.  Identification  of  this  “non-A,  non-B” 
hepatitis  virus  has  proved  most  challenging,  and 
until  recently  the  diagnosis  of  non-A,  non-B 
hepatitis  was  based  on  the  clinical  and  serologic 
exclusion  of  other  causes  of  hepatitis.  Recently, 
the  principal,  is  not  sole,  cause  of  transfusion- 
associated  non-A,  non-B  hepatitis  has  been 
characterized  and  designated  hepatitis  C virus 
(HCV)15,  and  an  assay  to  detect  an  antibody  to 
hepatitis  C virus  (anti-HCV)  has  been 
developed.16 

HCV  is  a unique  RNA  virus  with  an  approx- 
imately 9,000  base  pair  genome  and  a lipid  coat. 
It  appears  to  be  related  to  the  flaviviruses,  a fami- 
ly that  includes  yellow  fever  virus  and  dengue 
virus. 

The  frequency  of  non-A,  non-B  hepatitis  follow- 
ing blood  transfusions  has  been  as  high  as  10  to 
12  percent,  but  recently,  with  exclusion  of  blood 
donors  at  risk  of  HIV  infection  and  of  those  with 
elevated  serum  aminotransferase  levels  and  anti- 
HBc  (surrogate  markers  of  an  increased  risk  of 
transmission  of  non-A,  non-B  hepaititis),  the  fre- 
quency of  transfusion-assoicated  non-A,  non-B 
hepatitis  has  been  thought  to  decline  to  about  5 
to  7 percent.  Nevertheless,  at  least  50  percent  of 
persons  with  acute  non-A,  non-B  hepatitis 
develop  chronic  non-A,  non-B  hepatitis,  and  20 
percent  of  those  with  chronic  non-A,  non-B 
hepatitis  ultimately  develop  cirrhosis.  Therefore, 
at  least  0.5  percent  of  persons  receiving  blood  in 
the  United  States  may  develop  cirrhosis  as  a 
result  of  a blood  transfusion.1' 

Preliminary  serologic  surveys  using  the  recent- 
ly developed  anti-HCV  assay  indicate  that  as 
many  as  80  to  85  percent  of  cases  of  blood  borne 
non-A,  non-B  hepatitis  in  the  United  States  are 
caused  by  HCV.  Anti-HCV  generally  appears  at 
least  one  to  three  months  after  exposure, 
sometimes  much  later,  and  not  infrequently  after 
the  occurrence  of  acute  illness.  In  immunosup- 
pressed  persons,  anti-HCV  may  never  appear. 
Thus,  anti-HCV  may  be  negative  during  acute 
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hepatitis  C;  however,  it  appears  to  be  sensitive  for 
the  diagnosis  of  chronic  hepatitis  C and  should 
prove  to  be  valuable  in  the  screening  of  blood  for 
HCV.  Anti-HCV  is  a non-neutralizing  antibody 
and  signifies  infectivity. 

Among  healthy  blood  donors  in  the  United 
States,  about  1 percent  are  positive  for  anti-HCV. 
At  the  other  extreme,  as  many  as  75  to  80  percent 
of  multiply  transfused  hemophiliacs  and  in- 
travenous drug  abusers  are  positive  for  anti-HCV. 
Interestingly,  preliminary  data  from  Italy,  Spain, 
and  Japan  indicate  that  a substantial  proportion 
of  patients  with  hepatocellular  carcinoma 
unrelated  to  HBV  are  positive  for  anti-HCV,  thus 
raising  the  possibility  that  HCV,  like  HBV,  may 
ultimately  predispose  to  hepatocellular 

• 1 R 

carcinoma. 

HEPATITIS  D VIRUS  (DELTA  AGENT) 

Hepatatis  D virus  is  a defective  37-nm  RNA 
agent  which  requires  HBV  for  its  replication.19 
HDV  may  coinfect  with  HBV  or  superinfect  a 
chronic  HBV  carrier.  However,  HDV  infection 
may  not  occur  in  the  absence  of  HBV  infection. 
Thus,  all  persons  infected  with  HDV  can  be  ex- 
pected to  be  positive  for  HBsAg.  In  acute  HBV 
and  HDV  coinfection,  IgM  anti-HBc  is  present  in 
serum,  whereas  in  acute  HDV  superinfection  of 
a person  with  chronic  hepatitis  B,  IgM  anti-HBc 
is  usually  absent  and  IgG  anti-HBc  is  present. 

The  course  and  outcome  of  acute  hepatitis  B 
and  D coinfection  differ  little  from  those  of  acute 
hepatitis  B alone.  In  contrast,  HDV  superinfec- 
tion of  an  HBV  carrier  often  accelerates  the 
progression  of  liver  disease  and  may  result  in 
fulminant  hepatitis  or  early  cirrhosis,  with  a 
marked  increase  in  the  mortality  rate  compared 
to  chronic  hepatitis  B alone. 

The  diagnosis  of  hepatitis  D depends  on  the 
detection  of  hepatitis  D antibody  (anti-HD), 
which  is  present  during  active  HDV  infection.  In 
acute  HDV  and  HBV  coinfection,  anti-HD  may  be 
present,  only  transiently  or  in  low  titers,  and 
repeated  anti-HD  testing  may  be  necessary  to 
confirm  the  suspected  diagnosis  of  HDV  infec- 
tion. In  HDV  superinfection,  anti-HD  typically 
appears  early,  reaches  high  titers,  and  persists  in- 
definitely, making  confirmation  of  HDV  infection 
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easy.  Additional  diagnostic  assays  for  hepatitis  D 
will  likely  be  available  in  the  future,  including 
assays  for  hepatitis  D antigen,  HDV  RNA,  and 
IgM  anti-HD.20 

Hepatitis  D is  endemic  in  certain  areas  of  the 
world,  including  Mediterranean  countries, 
Rumania,  parts  of  Africa,  and  certain  regions  of 
South  America.  In  nonendemic  areas  hepatitis  D, 
like  hepatitis  B,  is  spread  percutaneously  in  high 
risk  individuals,  including  intraveneous  drug 
abusers  and  hemophiliacs.  Among  HBV  carriers, 
no  simple  strategy  exists  to  protect  against  HDV 
infection,  except  avoidance  of  high  risk  activities. 
Among  persons  infected  with  HBV,  hepatitis  B 
vaccination  will  protect  against  not  only  HBV, 
but  also  HDV. 

HEPATITIS  E VIRUS 

Hepatitis  E virus  (HEV)  is  an  enterically 
transmitted  form  of  hepatitis  that  was  first 
reported  in  India  and  has  now  occured  as  out- 
breaks in  parts  of  Asia,  Africa  and,  most  recent- 
ly, Mexico.  Presumably  spread  by  the  fecal-oral 
route,  most  outbreaks  have  been  associated  with 
fecal  contamination  of  drinking  water  during  the 
rainy  season  or  after  flooding;  sporadic  cases  have 
also  been  described.  Clinical  attack  rates  have 
been  highest  in  young  adults  and  among  people 
from  higher  socioeconomic  groups,  suggesting 
that  the  elderly  and  poor  may  have  immunity  as 
a result  of  infection  in  childhood.  The  disease  is 
self-limited,  but  has  a high  morality  rate, 
particularly  among  pregnant  women  (10  to  20 
percent),  for  reasons  that  are  not  yet  understood. 

Recently  an  approximately  32-nm  viral  particle 
has  been  identified  in  the  feces  of  persons  infected 
with  HEV,  and  serologic  tests  for  HEV  are  likely 
to  become  available  in  the  future.  Cases  of  HEV 
have  not  been  reported  in  the  United  States, 
except  in  rare  individuals  returning  from 
endemic  areas.  It  has  been  suggested,  however, 
that  HEV  may  be  the  most  common  cause  of  viral 
hepatitis  in  certain  developing  countries.21 
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ie  old  standard  black  and  whites  ...  just  aren't  good  enough  anymore ! 


I2D  Echocardiogram,  from  a patient  referred  B.  Same  patient  with  color  Doppler, 


OCL  for  evaluation  of  a systolic  murmur,  unmasks  a jet  of  mitral  regurgitation, 

t appears  essentially  normal. 
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This  2D  image  is  from  a patient  referred  to  D.  Same  patient  with  color  Doppler,  reveals  an 

'L  for  the  evaluation  of  shortness  of  breath.  easily  appreciated  jet  of  aortic  insufficiency. 


The  first  lab  in  the  state  to  bring  you  Doppler  Echocardiography , is  now  proud  to  be  the  first  to 
introduce  the  128  Channel  Computed  Sonography  System  from  Acuson.  128  channels  effectively 
double  the  clarity  and  quality  of  the  images  obtainable  from  the  standard  64  channel  systems  used 
in  other  labs.  Images  such  as  the  ones  shown  above  are  provided  with  every  report. 


ANDREW  WYETH 

Childrens  Doctor 
tempera,  1949 

Copyright  (c)  1990  by  Andrew  Wyeth  Collection  of  the  Brandywine  River  Museum. 


SPECIAL  FEATURE 

MARGARET  IRVING  HANDY:  A LADY  AND  A DOCTOR 


c 1990  by  James  H.  Duff 


INTRODUCTION 

Being  the  last  of  the  line  of  pediatricians  who 
began  practice  with  Margaret  Handy,  I am  pleas- 
ed to  write  about  her  during  the  100th  anniversary 
of  her  year  of  birth. 

It  was  a great  privilege  to  have  been  associated 
with  her.  When  I started,  she  was  65  years  of  age 
and  said  she  was  getting  ready  to  retire.  It  took  fif- 
teen more  years  to  do  that.  I always  felt  sorry  for 
the  new  people  who  started  practice  on  their  own, 
without  a preceptor.  She  taught  the  art  of  medicine 
which  is  difficult  to  learn  during  hospital  training. 
She  called  for  consultations  whenever  she  was  not 
sure  of  the  diagnosis,  and  repeatedly  asked,  "Do 
we  know  the  diagnosis?" 

Margaret's  ability  to  deal  with  families  was 
superb.  She  was  compassionate  and  knew  how  to 
talk  to  people  of  any  educational  level,  so  that  they 
could  understand  the  problems  of  their  child, 
whether  medical  or  psychological. 

She  was  always  enthusiastic  about  new 
developments  in  medicine.  In  her  early  days,  she 
kept  abreast  of  these  advances  by  making  week- 
ly trips  to  Baltimore  to  attend  the  clinics  at  Johns 
Hopkins  Hospital.  She  was  a charter  member  of  the 
Academy  of  Pediatrics,  knew  all  the  foremost 
pediatricians  of  her  era,  and  never  hesitated  to 
pick  up  the  phone  to  seek  advice  about  a special 
situation. 

In  later  years  she  was  a faithful  attendee  of  the 
conferences  of  our  Pediatric  Department — 
especially  those  on  the  newborn  and  genetics.  The 
rapid  advances  that  took  place  in  the  1960s  and 
1970s  kept  her  anxious  to  continue  learning. 
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I believe  the  part  of  medicine  that  she  ap- 
preciated most  was  the  conquering  of  so  many  in- 
fectious diseases  that  were  damaging  or  fatal.  She 
saw  the  control  of  small  pox,  diphtheria,  pertussis, 
tetanus,  measles,  rubella,  mumps,  tuberculosis, 
and  poliomyelitis,  plus  the  development  of  an- 
tibiotics that  changed  the  prognosis  for  many 
dreaded  infections,  such  as  scarlet  fever  and 
meningococcemia. 

When  Medicare  began,  everyone  had  to  be  on 
Social  Security,  including  doctors,  who  were 
formerly  excluded.  Margaret  was  over  70  years  of 
age.  When  she  went  to  the  Social  Security  office 
to  apply,  the  agent  was  very  confused.  He  asked 
how  much  money  she  made  per  year,  and  she  said 
it  varied. 

To  be  helpful  to  this  "old  lady"  he  asked,  "How 
many  days  do  you  work  per  month?" 

She  said,  "It  depends  on  how  many  days  there 
are  in  each  month."  She  worked  every  day,  except 
when  on  vacation. 

"How  much  money  did  you  make  last  month?" 

"I  don’t  know,  it  hasn't  come  in  yet."  She  was 
rarely  paid  at  the  time  of  treatment.  A bill  was  sent 
at  the  end  of  the  month.  He  said,  "Excuse  me, 
madam,  I need  consultation,  this  is  a special  case." 
He  returned  with  a gentleman  who  had  been  a 
former  patient  of  Dr.  Handy's.  The  matter  was  soon 
solved.  The  clerk  was  correct — Margaret  I.  Handy 
was  a very  special  case. 

Katherine  L.  Esterly,  M.D. 
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MARGARET  IRVING  HANDY:  A LADY  AND  A DOCTOR 


An  observant  young  patient  of  Margaret 
Handy  was  once  overheard  questioning:  “She’s 
got  a skirt  on;  is  she  a lady  or  is  she  a doctor?” 
That  concerned  query  does  much  to  characterize 
this  famous  woman  and  the  progress  of  her 
career.  It  suggests  the  difficulties  and  joys  of 
Delaware’s  first  pediatrician.  It  causes  anyone 
who  knew  Margaret  Irving  Handy  to  reply  with 
certitude  that  she  was  both  a great  lady  and  a 
great  doctor. 

Still  living  are  thousands  of  people  who  knew 
this  lady,  and  anyone  who  knew  her  can  never 
forget  her.  Everyone  who  met  her  has  a story  to 
tell,  and  a compilation  of  those  stories  would 
never  be  dull.  It  would  tell  much  about  the 
Doctor.  In  whatever  manner  she  was  met,  in  a 
professional  or  social  setting,  she  affected  and 
often  dominated  the  scene.  She  was  always 
definite,  always  determined,  dependably  strong. 
Her  neighbor  and  close  friend,  artist  Andrew 
Wyeth,  once  described  her  as  “tough.”  He  said  he 
meant  by  “tough”  individuals  who  know  exactly 
what  they  are  capable  of  doing,  understand 
perfectly  their  limitations,  and  exercise  their 
entire  capacity.  Margaret  Handy  was  tough.  To 
many,  her  abilities  seemed  limitless.  Four 
generations  of  patients  who  depended  on  her 
knowledge,  dedication  and  skill  depended  just  as 
much  on  her  strength  of  character,  her  spirit  and 
the  exceptional  force  of  her  will. 

The  source  of  that  character  lay  in  her  heritage. 
She  was  fond  of  remarking  on  her  Indian 
ancestry  and  claimed  the  historic  figure  of 
Opechancanough  as  a relation.  Opechan- 
canough,  an  Algonquin  chief  of  the  Powhatan 
Confederacy  of  tribes  in  what  is  now  Virginia, 
had  six  toes  on  one  foot,  as  revealed  in  a portrait. 
Six  toes  was  an  occasional  genetic  characteristic 
of  the  Handy  family.  But  Margaret  Handy’s 
native  American  blood  was  accompanied  by  a 
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large  dose  of  the  very  civilized  lineage  of  the 
Handy  family  which  began  its  history  on  this 
continent  in  1664.  She  was  the  eighth  generation 
in  an  American  family  of  English  descent  that 
included  sturdy  and  famous  individuals. 

Wherever  the  Handy  family  lived,  its  members 
were  significant  to  society.  They  were  military 
men,  shipbuilders,  importers,  clergymen, 
attorneys  and  politicians.  It  was  important  to 
Margaret  Handy  that  she  was  related  to  the 
patriot,  Patrick  Henry.  Her  great  grandfather, 
the  Reverend  Robert  J.  Breckinridge,  was 
Permanent  Chairman  of  the  National 
Republican  Convention  which  nominated 
Abraham  Lincoln  in  1864.  (He  had  sons  in  both 
armies  during  the  Civil  War,  but  his  influence 
helped  keep  Kentucky  in  the  Union  in  1861.)  Her 
father  was  an  attorney  and  a U.S.  representative, 
a prominent  man  in  the  Delaware  of  his  day. 

Levin  Irving  Handy  and  his  wife,  the  former 
Mary  C.  Bell,  had  one  son,  Levin  Irving  Handy,  Jr., 
and  one  daughter.  Their  daughter,  Margaret,  was 
born  in  Smyrna,  Delaware,  on  May  27,  1889. 
Surrounded  by  sophisticated  and  well-educated 
people,  she  was,  nonetheless,  not  sent  to  school 
until  she  asked  to  attend.  She  was  late  arriving 
in  the  formal  first  grade,  but  she  passed  on  to  the 
second  grade  in  two  weeks.  In  another  month  she 
was  in  third  grade.  Of  course,  she  was  in  the  same 
room  with  the  same  teacher  throughout  this 
progress.  She  later  attended  Newark,  Delaware, 
public  school  because  the  family  moved  to  that 
town.  Eventually,  following  an  unhappy  stay  at 
a girls’  preparatory  school  in  Baltimore,  she  was 
graduated  from  Goucher  College  in  1911.  She 
said  that  she  could  not  then  decide  whether  to 
become  a teacher  or  a medical  doctor.  Her  father 
encouraged  her  toward  medicine,  although  her 
mother  preferred  that  she  remain  at  home  and  be 
a graceful,  “genteel”  lady.1 
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A Lady  And  A Doctor 


With  sympathy  for  her  mother,  she  waited  out 
a year  at  home,  but  in  1916  she  received  her 
medical  degree  from  Johns  Hopkins  University. 
The  medical  school  was  obliged  by  public  commit- 
ment to  accept  women  without  discrimination 
regarding  sex,  and  Dr.  Handy  said  she  found  it 
“easy”  being  one  of  ten  women  in  a class  of 
ninety.  Making  the  final  decision  for  a medical 
career  must  have  seemed  natural,  the  obvious 
thing  to  do;  later  in  life,  she  remarked  that  she 
had  been  determined  from  early  childhood  to 
become  a doctor.  She  recalled  that  when  she  was 
very  young,  her  brother  had  a serious  and 
undiagnosed  illness.  She  then  told  her  family  she 
would  become  a doctor  “and  always  know  what 
was  wrong  with  children.” 

Pediatrics  was,  therefore,  as  natural  a choice  as 
medicine  itself.  She  said,  “From  the  time  I was 
a little  girl,  I liked  children  and  babies  better 
than  grownups.”  For  her  sixteenth  birthday,  her 
mother  told  Margaret  she  could  invite  anyone  she 
wanted  at  her  party.  None  of  the  guests  was  more 
than  three  years  old.  She  was  often  heard  to 
remark,  “I  was  the  original  baby  sitter.”  Giving 
an  interview  in  her  eighty -fifth  year,  she  said  that 
she  was  never  really  happy  unless  she  had 
children  around  her.  Through  many  years, 
certainly  until  the  time  of  that  interview,  she 
would  take  two  to  four  children  to  her  camp  in 
northern  Maine  each  summer. 

Pediatrics  was  not  her  singular  pursuit  in  for- 
mal education,  however.  She  had  excellent  liberal 
arts  schooling.  She  said  of  her  instruction,  “I  was 
never  very  smart,  I just  managed  to  have  a good 
time  and  get  through  the  courses.”  Many  people 
who  knew  her  would  term  that  statement  an  ex- 
ample of  the  straight-faced,  teasing  self- 
effacement  she  often  practiced,  but  perhaps  she 
was  serious  about  her  academic  record.  She 
pointed  out  that  she  did  not  intern  at  Johns 
Hopkins  because  her  marks  were  not  good 
enough.  She  did  intern  at  Women’s  Hospital  in 
Philadelphia  where,  she  said,  she  received  “great 
experience  in  everything.”  Immediately 
thereafter,  she  was  called  back  to  Hopkins  for  a 
residency  and  placed  in  charge  of  the  pediatrics 
department.  This  experience  was  truly  excellent 
training  and  “the  hardest  thing  I ever  did.”  She 
was  needed  there  because  World  War  I had  taken 
so  many  doctors  from  Hopkins  for  the  Army,  and 
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she  joked  that  she  had  become  “a  war  doctor  in- 
stead of  a war  bride.” 

Her  father  wanted  her  to  establish  her  private 
practice  in  Wilmington  and,  in  September  1918, 
arranged  an  office  for  her  at  1817  Washington 
Street.  It  had  an  antique  desk,  two  chairs,  and  a 
telephone.  He  told  her  that  she  had  to  do  three 
things  in  order  to  succeed  in  this  City.  First,  she 
had  to  give  up  her  suffrage  views  (Margaret  had 
marched  in  Washington  with  the  suffragettes 
and  endured  a hail  of  rotten  vegetables).  Second, 
she  had  to  change  her  church  affiliation 
(Margaret  was  from  a Presbyterian  family). 
Third,  she  had  to  join  the  Colonial  Dames.  About 
these  requirements  she  remarked  at  age  eighty- 
five,  “I  joined  the  Colonial  Dames,  but  I still 
haven’t  mastered  the  other  two  things.” 

She  was  a stranger  in  Wilmington  when  she 
began  work  in  pediatrics  as  the  state’s  first 
native-born  female  physician.  There  were  very 
serious  objections  from  most  of  the  city’s 
established  physicians.  She  came  only  after  an 
extensive  interview  by  the  Women’s  Committee 
of  the  Delaware  Hospital  and  after  much  debate 
in  the  community.  It  took  courage  to  establish  her 
practice  in  the  face  of  so  much  hostility. 

She  was  not  long  a stranger.  Dr.  Robert  E. 
Ellegood,  a major  figure  in  Wilmington  medicine 
and  an  intimate  friend  of  Irving  Handy,  appeared 
in  the  young  Doctor’s  office  an  hour  after  her  first 
appearance.  “He  came  to  tell  me  that  he  had 
work  for  me  to  do,”  she  said.  “He  brought  me  a 
car  and  a chauffeur,  since  I knew  nothing  about 
Wilmington,  and  gave  me  a list  of  people  to  go 
and  see  . . ,”2  This  urgency  was  because  of  the 
serious  flu  epidemic  in  Wilmington  at  that  time. 
“I  took  over  Ivy  Road— grownups,  children, 
everyone.  I had  been  working  there  only  about 
ten  days  when  they  opened,  for  my  benefit,  a 
small  children’s  ward  down  at  the  People’s  Settle- 
ment, and  gave  me  thirty  cribs  of  children  to  look 
after.  I was  nurse,  doctor,  aide,  and  sweeper-up 
and  cleaner-up,  and  everything.”*  A secondary 
hospital  had  been  established  at  the  Wilmington 
Country  Club  where,  in  the  evenings  after  work- 
ing all  day  at  the  People’s  Settlement,  she 
scrubbed  floors,  passed  bed  pans  and  worked  as 
a nurse  for  a nurse  named  Miss  Duncan  because 
“I  didn’t  want  her  to  know  how  dumb  I was.” 
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A Lady  And  A Doctor 


There  were  no  adequate  medicines,  she 
remembered,  and  “People  were  dying  like  flies. 
The  back  porch  of  the  Club  was  lined  with  dead 
people  whom  they  had  no  way  to  bury.”4 

Then  she  got  the  flu.  The  treatment  was  to  go 
home  to  Smyrna  and  care  for  herself  in  an 
isolated  room  with  the  door  closed  to  her  family. 
It  was  weeks  before  she  was  able  to  return  to 
Wilmington,  but,  when  she  did,  she  almost 
immediately  began  to  make  changes  that 
permanently  affected  the  course  of  medial  treat- 
ment in  the  region.  In  November  of  1918,  she 
opened  Wilmington’s  first  pediatric  clinic  at 
Delaware  Hospital  (which  became  the  Delaware 
Division  of  the  Wilmington  Medical  Center). 

Until  this  time,  Dr.  Joseph  P.  Wales  had  cared 
for  children,  and  it  was  Dr.  Wales  who  asked 
Dr.  Handy  to  set  up  the  new  facility  and  gave  his 
full  support.  It  was  especially  difficult  because 
“there  was  some  hostility  towards  specialists 
other  than  nose  and  throat  men.  One  staff 
member  told  her  in  so  many  words  that  he  had 
‘no  intention  of  letting  her  take  care  of  any  of  his 
child  patients.  He  said  he  knew  four  formulas  and 
his  babies  had  to  get  along  on  one  of  them,’  and 
that  was  all  there  was  to  that.’”5 

She  found  the  hospital  had  only  one  hairbrush 
and  one  toothbrush  shared  by  all  the  children. 
Taking  on  such  problems,  she  became  Chief  of 
Pediatrics  in  1921  and  began  to  develop  an  ex- 
emplary department  in  conformance  with  the 
Hospital  Standardization  plans  of  the  American 
College  of  Surgeons.  She  brought  from  Johns 
Hopkins  a well-trained  pediatric  nurse,  Miss 
Hammar,  and  persuaded  the  Hospital  to  let  her 
have  a room  in  the  annex  for  premature  babies. 

Of  all  parts  of  her  career,  her  work  with 
premature  infants  gave  her  the  greatest  pride.  It 
would  be  impossible  to  overestimate  the  impor- 
tance of  this  effort  in  her  life.  Early  in  her  ex- 
perience around  Wilmington,  she  found  the 
available  milk  “perfectly  dreadful.”  Many  local 
cows  had  tuberculosis;  only  Winterthur  and  the 
Haskell  farm  had  good  milk.  She  arranged  to  sell 
good  milk  at  health  centers  where  children  were 
examined  and  to  provide  it  at  whatever  price 
could  be  paid.  “Then  I went  out  and  begged 
breast  milk  from  some  people  who  I knew  had  an 
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extra  supply,  and  brought  it  in  myself,  and  proc- 
essed it  to  feed  these  premature  babies.”6  She 
began  to  organize  human  milk  sources  and  went 
around  the  maternity  section  of  the  hospital  beg- 
ging for  milk.  Every  evening  she  walked  many 
blocks  to  a particular  house  to  get  six  ounces  of 
milk.  She  got  others  interested  and  saw  the  effort 
grow  when  the  Red  Cross  took  on  a special  milk 
route  in  the  early  1920s. 

In  1946,  Dr.  Handy  established  the  Mother’s 
Milk  Bank  at  Delaware  Hospital.  Concerned 
mothers  and  physicians  joined  her  in  this  effort. 
Some  went  to  Boston  to  look  into  the  system  at 
the  country’s  only  other  milk  bank  at  the  time, 
and  Margaret  Handy  was  soon  supervising  a 
similarly  complex  effort  in  Wilmington.  She 
often  described  the  milk  bank  as  the  most  impor- 
tant accomplishment  in  her  life.  It  culminated 
her  career  to  that  date.  She  had  been  a pioneer 
in  the  care  of  premature  infants,  and  the  milk 
bank  embodied  public  recognition  of  the  need  for 
such  specialized  care.  Even  as  late  as  the  1930s, 
many  pediatricians  had  seen  only  a few 
prematures  in  their  careers.  They  could  and  did 
learn  much  from  Dr.  Handy. 

She  wanted  to  have  a young  doctor  always  shar- 
ing her  office,  and  during  her  long  career  she  had 
seven  proteges  working  with  her  there.  From 
their  professional  development  she  took  a special 
pleasure  and  pride.  For  many  years  Dr.  Katherine  L. 
Esterly  maintained  her  practice  in  the  office  the 
two  had  shared.  When  Dr.  Esterly  first  came  to 
work  there,  Dr.  Handy  was  sixty-five  years  old 
and  announced  that  she  would  soon  be  retiring. 
She  practiced  for  fifteen  more  years  and  finally 
left  the  office  at  age  eighty.  But  even  then,  she 
continued  to  make  herself  heard  on  medical 
issues.  She  cared  deeply  about  facilities  and  pro- 
cedures related  to  pediatrics  in  the  region,  and 
every  local  medical  organization  concerned  with 
such  matters  knew  what  she  thought  should  be 
done. 

Margaret  Handy’s  accomplishments  in 
medicine  were  widely  recognized.  She  received  a 
large  number  of  honors  reflecting  on  her  long 
career,  on  her  always  visible  dedication,  and  on 
her  strong  personality.  In  1953,  the  Delaware 
State  Chamber  of  Commerce  awarded  her  its 
Josiah  Marvel  Cup  as  the  Most  Distinguished 
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Catastrophic  Illness 
isRareandthe 
Drain  lent  is  Critical. 


You  know  the  patient.  The  one  with  chronic  psychosis  that  hasn’t  responded  to 
general  inpatient  care.  The  patient  has  comprehensive  coverage  so  you’ve  been  able  to 
admit  him  time  and  time  again  for  inpatient  care.  But  there’s  been  little  if  any  improve- 
ment, and  you’re  frustrated.  It’s  time  to  refer  him  to  a hospital  that  is  committed  to 
treating  the  long  term  refractory  patient  and  has  the  resources  to  do  it.  Sheppard  Pratt. 

Today’s  literature  discourages  long  term  hospitalization,  and  we  agree.  That  same 
literature  does,  however  acknowledge  that  a small  group  of  chronic  patients  cannot  be 
treated  any  other  way.  In  1984,  Sheppard  Pratt  opened  an  18  bed  unit  that  treats  only 
those  types  of  patients. 

We  are  not  talking  about  custodial  care  nor  do  we  treat  patients  who  spend  years 
talking  about  delusions.  We  provide  long  term,  active,  behavioral,  psychopharmaco- 
logical  treatment  for  those  patients  who  can  genuinely  be  helped. 

In  addition  to  managing  systematic  and  aggressive  medication  trials,  our  patients 
live  within  an  established  token  economy.  Patient  education  and  social  skills  pro- 
gramming, and  specialized  activity  therapy  are  provided  daily  throughout  treatment. 
Formalized  psychoeducation  is  also  a vital  component  of  treatment  and  family  involve- 
ment. Comprehensive  discharge  planning  is  given  attention  equal  to  inpatient  care. 
Sheppard  Pratt  provides  many  options  for  aftercare  including  a quarterway  house, 
supervised  housing,  vocational  training,  outpatient  therapy  and  medications  manage- 
ment, and  day  hospitals. 

Sheppard  Pratt  is  a comprehensive  network  of  psychiatric  services.  In  addition  to 
our  322  bed  hospital  we  maintain  the  16  bed  Mt.  Airy  House,  numerous  community 
outreach  programs  and  the  National  Center  for  Human  Development.  For  more  than  100 
years,  Sheppard  Pratt  has  earned  its  reputation  for  providing  quality  care  to  the  chron- 
ically ill  patient.  And  during  these  difficult  economic  times,  we  remain  loyal  to  that 
heritage. 

For  further  information  or  to  make  a referral  contact  the  Adult  Admissions  Office  at: 


(301)938-3800 

6501  North  Charles  Street 

Baltimore,  Maryland  21285-5815 


• Sheppard  Pratt 

-L  A not-for  profit  health  system 


When  it  comes  to 
Financial  planning. 


LEO  STRINE,  CLU,  ChFC 
sees  what  sets  you  apart. 

Today,  everyone  needs  a financial  plan.  But  no 
one  plan  is  right  for  everyone.  That’s  why  Leo 
Strine  brings  you  the  personal  financial 
planning  of  Acacia  Financial  Concepts,  The 
Acacia  Group’s  unique  approach  to  this  essen- 
tial service. 

We  look  at  the  differences. 

Many  people  selling  “financial  planning”  today 
offer  the  same  answer  to  every  problem,  or 
see  the  same  problem  in  every  family.  That’s 
because  they’re  simply  using  a computer  program  to  help  them  sell 
a specific  product. 

At  the  Acacia  Group,  we  also  use  an  excellent  computer  program  — 
as  a tool.  And  we  offer  a whole  range  of  products  to  help  you  carry 
out  your  plan.  But  first  we  seek  out  the  differences  a computer  can’t 
see  — your  goals,  your  dreams,  your  aspirations  — and  factor  those 
elements  into  a financial  plan  we  feel  is  truly  right  for  you.  Just 
because  you  currently  have  the  same  income,  family  size  and  age 
as  your  neighbor  doesn’t  mean  you  should  have  the  same  financial 
plan.  Instead,  we  can  create  one  that’s  right  for  you. 

Insurance.  Investments.  Strategic  management. 

Leo  Strine  can  provide  complete  financial  planning  or  help  you  with 
any  of  its  components  alone,  from  insurance  to  investments  to 
estate  planning,  even  business  planning  and  strategic  management. 
It’s  all  backed  by  the  more  than  100  years  of  experience  of  The 
Acacia  Group,  and  it’s  as  close  as  your  telephone.  Call  Leo  Strine, 
CLU,  ChFC,  Registered  Representative,  Investment  Advisory  Associate, 
Calvert  Securities  Corporation. 

Financial  planning  and  investment  services  offered  through  Calvert  Securities 
Corporation,  a member  of  The  Acacia  Group. 


The  Acacia  Group1 

800  Delaware  Ave.,  Suite  100 
Wilmington,  DE  19801 

(302)  656-5473 

Creating  windows  of  financial  opportunity  since  1869 


Leo  Strine,  CLU  ChFC 
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Delaware  Citizen  of  the  Year  and  for  outstanding 
contributions  to  the  community.  Two  years  later, 
her  alma  mater,  Goucher  College,  gave  her  an 
honorary  degree,  and  in  the  next  year  the  Univer- 
sity of  Delaware  awarded  her  a degree.  In  1957, 
at  the  New  York  Infirmary,  she  accepted  the 
Elizabeth  Blackwell  Citation  for  distinguished 
contributions  by  women  physicians.  In  1963,  at 
Wesley  College  in  Dover,  Delaware,  along  with 
Marian  Anderson,  Helen  Hayes,  Helen  Keller 
and  three  other  outstanding  American  women, 
she  received  the  Annie  Jump  Cannon  Centennial 
Medal.  Another  honor  came  when  the  College  of 
Physicians  of  Philadelphia  made  her  an  honorary 
member  and  the  first  American  woman  to  receive 
this  recognition  since  the  College  of  Physicians 
was  established  in  1787.  When  she  was  presented 
to  the  College  membership  in  1972,  a testimonial 
stated,  “In  this  critical  era  of  re-emphasis  on  the 
essential  value  of  comprehensive  medical  care,  it 
is  highly  appropriate  that  we  honor  someone 
whose  entire  professional  career  has  been  spent 
in  the  care  of  families,  in  a non-academic  setting.” 


In  addition  to  private  practice,  her  professional 
career  included  twenty-five  years  as  Chief  of 
Pediatrics  at  Delaware  Hospital  and  eighteen 
years  on  the  Delaware  State  Board  of  Health. 
Reflecting  on  these  accomplishments,  the 
Medical  Society  of  Delaware  gave  her  its 
Distinguished  Service  Award  in  1959,  a prize  not 
given  every  year.  She  said  to  her  colleagues  on 
that  occasion  that  this  particular  recognition 
meant  more  to  her  than  any  other  because  “you 
people  know  what  a devil  I am.” 


If  there  was  a devil  in  Margaret  Handy,  it  was 
a devil  who  got  things  done.  It  was  a devil  who, 
despite  its  occasionally  fierce  appearances,  is 
remembered  fondly  for  its  unique  character.  Her 
character  made  her  famous  among  hospital 
employees  who  remember  her  moments  as  an  ap- 
parent tyrant.  Some  say,  when  she  came  down  the 
hall  they  felt  like  crawling  under  the  cribs.  Her 
demands  and  criticisms  were  quick  and  precise. 
They  were  always  exercised  in  the  interests  of  her 
patients.  She  got  what  she  wanted  and  what  she 
believed  her  patients  needed.  She  never  accepted 
second  best  among  available  services,  treatment 
or  facilities. 


She  made  house  calls.  And  when  she  made 
them,  her  urgent  concern  was  for  the  child  of  the 
house.  She  loved  to  go  in  kitchen  doors  instead  of 
front  doors  and  to  open  closets  to  look  for  rat 
poison  and  furniture  polish  left  accessible  by  un- 
thinking parents.  Parents  heard  her  opinions, 
decisions  and  desires  just  as  quickly  and  surely 
as  hospital  staff  members.  They  all  saw  her  work 
long  hours,  frequently  to  near  exhaustion,  giving 
personal  attention  to  patient  after  patient.  Many 
parents  saw  Dr.  Handy  go  to  extraordinary 
lengths  to  provide  for  a child  with  a problem  re- 
quiring extended  and  very  personal  care.  Her 
neighbor,  Betsy  James  Wyeth,  recalls  one  eve- 
ning when  an  exhausted  Margaret  Handy  came 
to  dinner  in  Chadds  Ford.  A telephone  call  found 
her  at  the  Wyeth  home,  and,  responding  to  the 
call,  she  immediately  asked  Mrs.  Wyeth  to  drive 
her  to  a private  home  in  Maryland.  They  even- 
tually stopped  beside  a house  into  which  Dr.  Han- 
dy rushed  and  out  of  which  she  rushed  again  with 
an  infant  in  her  arms.  Mrs.  Wyeth  was  told  to 
drive  as  fast  as  she  could  to  the  hospital  while  the 
Doctor  gave  the  baby  artificial  respiration.  The 
child  survived,  and  both  Margaret  Handy  and 
Betsy  Wyeth  attended  her  college  graduation 
ceremony.  Such  special  attention  was  not  uncom- 
mon or  infrequent;  many  parents  can  and  do  tell 
similar  stories  about  Dr.  Handy.  People  with 
enormous  gratitude  and  devotion  to  her  still  fill 
a wide  region. 


Many  of  those  people  always  hoped  to  know 
more  about  her.  A little  exposure  made  people 
want  to  talk  more  with  her,  listen  to  her  well-told 
stories  and  discover  the  lady  behind  the  physi- 
cian. Her  activities  outside  of  medicine  were 
restricted  by  the  hours  devoted  solely  to  medicine, 
but  there  were  other  lifelong  interests.  In  1974, 
asked  what  these  pursuits  were,  she  said  that  her 
two  great  concerns  were  art  and  antiques.  Over 
the  years  she  developed  important  collections  of 
both.  Her  initial  interest  she  credited  to  her 
father  who  put  the  antique  American  desk  in  her 
first  office,  who  collected  and  who  knew  his  sub- 
ject well.  When  she  traveled  in  Europe,  she  spent 
much  time  in  art  galleries.  She  liked  Penn- 
sylvania German  objects  very  much,  although 
she  always  said  she  knew  nothing  about  them 
because  her  only  reading  was  medical  books.  Her 
library  at  home,  however,  contained  a large 
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number  of  books  on  fine  art,  decorative  art  and 
architecture. 

Her  well-known  acquaintance  with  the  Wyeth 
family  began  before  World  War  II.  Andrew  Wyeth 
was  seventeen  when  he  first  met  her.  Although 
she  was  never  his  doctor,  she  was  his  medical 
counselor  until  her  death.  Knowing  the  Wyeth 
family  well,  she  eventually  built  a house  near 
theirs  in  Chadds  Ford,  Pennsylvania,  moving 
there  in  1950.  She  cared  for  Andrew’s  sons  and 
for  many  other  grandchildren  of  N.  C.  Wyeth. 
That  family  was  an  important  part  of  her  life  and 
affected  her  in  many  ways.  Andrew  Wyeth  visited 
her  daily,  and  his  son,  Jamie,  went  to  school  in  the 
Handy  living  room  where  he  was  privately 
tutored  in  order  to  have  more  time  to  concentrate 
on  his  art.  Jamie  says  that  she  was  “a  great  in- 
fluence on  my  life.”  He  gave  her  his  earliest  draw- 
ings, and  she  became  his  first  dealer,  selling  his 
drawings  for  five  to  fifteen  dollars  apiece  and  tak- 
ing a one-dollar  commission  for  herself. 

Andrew  Wyeth’s  portrait  of  Margaret  Handy  is 
a famous  American  painting.  This  double  por- 
trait shows  the  “Children’s  Doctor”  walking  away 
from  us  carrying  her  black  bag  into  the  foggy 
night  to  visit  a patient  while  she  simultaneous- 
ly poses  near  us  for  a more  traditional  portrait. 
This  egg  tempera  work  was  completed  in  1949 
and  became  part  of  Dr.  Handy’s  growing  collec- 
tion. It  has  been  exhibited  from  Boston  to  the 
Soviet  Union  and  is  now  in  the  collection  of  the 
Brandywine  River  Museum.  It  is  viewed  as  a 
brilliant  portrait  by  a great  artist  and  is, 
therefore,  a wonderful  testimony  to  the  character 
of  its  subject  whose  fame  has  been  spread  by  it. 
A second  revealing  portrait  was  painted  by  her 
neighbor  in  1974.  It  shows  the  older  woman  with 
her  long  hair  over  her  shoulders,  painted  with  in- 
tense emphasis  on  the  face  and  the  character  in 
that  face.  This  portrait,  “From  the  Capes,”  is  in 
a private  collection  in  the  South. 

Although  it  was  a small  house  that  this  woman 
from  the  capes  of  Delaware  built  in  Chadds  Ford, 
it  was  crowded  with  art  and  antiques.  She  owned 
many  works  by  Andrew  Wyeth,  among  them  the 
famous  “Marsh  Hawk”  and  “Snow  Flurries.”  The 
latter  painting  she  gave  to  National  Gallery  as 
a bequest.  She  had  watercolors  and  drawings  by 
Jamie  Wyeth,  excellent  works  by  Carolyn  Wyeth, 
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John  McCoy  and  many  other  artists.  So  impor- 
tant was  this  collection  that  the  Brandywine 
River  Museum  exhibited  it  shortly  after  her 
death.  Also  included  in  the  exhibition  was  a selec- 
tion of  her  fine  American  furniture.  She  had  a 
painted  chest  from  the  Cloisters  at  Ephrata, 
Pennsylvania  (which  she  willed  to  the  museum 
there);  a fine  Pennsylvania  German  blanket 
chest;  beautiful  chairs  from  New  England,  the 
Hudson  Valley  and  Pennsylvania;  an  extraor- 
dinary collection  of  pottery;  and  numerous  other 
objects  of  significance.  One  very  large  oriental 
rug,  a fine  hunting  tabriz,  she  called  her 
“Roosevelt  Rug.”  She  explained  that  when  F.D.R. 
was  elected  in  1932  the  future  seemed  so  bad  that 
she  placed  her  life  savings  in  this  tangible  floor 
covering  She  had  a large  and  varied  collection  of 
American  chalkware.  Because  of  her  medical 
background  and  specific  concern  for  infants’ 
milk,  she  formed  one  of  the  most  interesting  and 
comprehensive  collections  of  infant  feeding 
vessels.  For  one  of  these  nursing  bottles  she  had 
searched  for  thirty  years.  It  was  a collection 
around  which  she  could  build  a marvelous, 
historical  lecture. 

It  sometimes  seemed  that  she  was  as  interested 
in  feeding  adults  as  in  feeding  children.  She  loved 
to  cook  when  she  had  time,  and  she  was  very  good 
at  it.  Many  close  friends  have  special  recipes 
given  them  by  Margaret  Handy  or  recall  foods 
that  only  she  prepared.  Certain  breads  and 
preserved  cherries  still  live  in  local  memories. 

She  cooked  in  her  Chadds  Ford  house  which 
was  an  extension  of  her  interest  in  history.  The 
house  was  built  to  her  exacting  specifications  and 
is  as  close  a copy  as  she  could  manage  of  an  eight- 
eenth century  house  she  admired.  For  it,  she  col- 
lected antique  doors,  panels  and  bricks.  This 
small  stone  house  was  placed  on  more  than  twen- 
ty acres  of  her  land,  land  that  meant  much  to  her. 

She  was  always  concerned  with  the  health  of 
the  environment  in  which  children  are  raised, 
and  she  became  more  and  more  concerned  with 
the  potential  threat  to  public  health  embodied  in 
poor  use  of  water  and  other  natural  resources. 
She  was  an  early  trustee  of  the  Brandywine  Con- 
servancy and  supported  that  organization’s 
multidisciplinary  work  with  regional  art  and  the 

Del  Med  Jrl,  Apr.  1990-Vol.  62,  No.  4 


A Lady  And  A Doctor 


natural  elements  of  the  Brandywine  watershed. 
She  said  that  if  efforts  to  preserve  and  protect 
water  resources  in  this  populated  valley  were  not 
successful,  all  the  hospitals  and  public  health 
agencies  would  not  be  enough  to  preserve  the  peo- 
ple. When  she  died,  she  left  her  land  to  the 
Conservancy. 

It  was  in  that  house,  after  her  retirement,  that 
she  almost  constantly  received  visitors  who 
sought  her  because  they  could  never  have  ignored 
her,  because  in  their  personal  ways  they  needed 
her,  and  because  being  with  her  brought  a 
pleasure  offered  only  by  exceptional  personalities 
and  truly  wise  individuals.  On  Sundays  visitors 
passed  each  other  coming  and  going  over  her  door 
sill,  and  some  had  to  line  up  at  that  door.  There 
were  her  colleagues  in  medicine  and  also  friends 
her  age.  Always  there  were  young  people:  infants, 
children,  teenagers  and  young  adults,  bringing 
to  mind  the  four  generations  in  some  families  for 
whom  she  was  the  children’s  doctor.  There  were 
both  old  friends  and  new  acquaintances.  The  lat- 
ter sought  her  as  a famous  figure.  She  told 
wonderful  stories,  and  her  sharp  wit  made 
everyone  return.  She  fed  them  something  from 
her  kitchen  and  with  a sad  voice  told  them  as 
they  left,  “No  one  ever  comes  to  see  me.” 

She  always  lived  alone,  but  she  always  had  her 
visitors  and  her  books.  Her  library  was  far  from 
only  a medical  resource.  It  contained  important 
literature  from  the  arts  and  sciences,  including 
a remarkable  selection  of  poetry.  In  retirement 
she  once  told  William  P.  Frank,  the  Wilmington 
writer,  “I’ve  taken  to  reading  practically 
everything  Tolstoy  ever  wrote.  And  I have 
visitors,  young  and  old— and  it’s  all  exciting.” 

Many  of  her  acquaintances  wondered  why  she 
had  never  married.  When  she  was  formally  inter- 
viewed in  1974,  that  question  was  put  to  her.  She 
replied  that,  when  she  was  young,  she  wanted  to 
be  married  and  have  about  twelve  children.  She 
had  named  eight  of  them  when  she  was  ten  years 
old  and  she  saved  four  names  for  “his  people, 
whoever  he  might  be  . . . The  thought  never  oc- 
curred to  me  that  I was  going  to  be  an  old  maid, 
never.”  She  said  that  at  age  thirty -five,  when  she 
realized  she  wasn’t  to  marry,  she  had  “an  acute 
depression  that  lasted  about  thirty  minutes.” 
More  seriously,  she  said,  “Several  times  I thought 


I would  quit  this  and  get  married  . . . .”  She  “never 
thought  you  could  do  both  things  adequately.”  “I 
used  to  make  lists  ...  in  which  I put  down  mar- 
riage and  medicine,  pluses  and  minuses. 
Medicine  always  won.” 

She  continued  to  attend  medical  lectures  after 
retirement  and  to  read  medical  literature.  It  is 
difficult  to  attribute  her  comment  regarding 
medical  specialization  to  anything  but  her 
characteristic  sense  of  humor:  “Medicine  has  pro- 
gressed so  much.  I don’t  understand  it  anymore. 
Now  when  I go  to  a lecture,  I have  to  say  to  Dr. 
Esterly,  ‘What  was  that  all  about?’  And  she  tells 
me,  and  then  I know.” 

She  continued  to  drive  her  own  automobile  to 
shop  and  to  visit.  On  July  17,  1976,  while  driv- 
ing along  Route  100  not  far  from  her  home,  her 
car  was  hit  head-on  by  another  vehicle.  She  was 
severely  injured  with  a badly  damaged  leg  and 
lost  sight  in  one  eye.  She  remained  hospitalized 
until  December  8.  She  then  went  to  Dr.  Esterly ’s 
home,  being  told  by  her  doctors  that  she  would 
never  walk  unassisted  and  without  complicated 
leg  braces.  Her  toughness  prevailed  again; 
several  friends  saw  her  walk  without  her  brace 
and  watched  her  obvious  delight  in  overcoming 
an  enormous  obstacle.  Only  a few  days  later,  on 
February  5,  1977,  she  died  of  a stroke. 

In  1988,  the  134th  General  Assembly  of  the  State 
of  Delaware  commemorated  her  by  special 
resolution  as  she  was  posthumously  inducted  in  the 
Hall  of  Fame  for  Delaware  Women  on  March  24. 

Remembering  summons  deep  emotions  in 
many  who  knew  her,  who  often  think  about  her 
unique  fascination.  She  is  missed  deeply  as  only 
great  and  distinctive  individuals  can  be  missed. 
By  her  family  she  was  called  “Peggy”  or  “Peg.” 
Others  knew  her  as  “Margaret,”  ‘Maggie”  or 
“Magsie.”  But  a large  community’s  feelings  were 
succinctly  expressed  by  Mrs.  Reynolds  duPont 
when  she  announced  in  1963  that  the  Annie 
Jump  Cannon  Medal  was  being  given  to  “owr 
Dr.  Handy.” 
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(NOTE:  Many  people  have  contributed  informa- 
tion and  hours  of  attention  to  this  brief  biography 
that  originally  appeared,  in  slightly  different 
form,  in  the  1980  Delaware  Antiques  Show 
catalogue.  They  have  my  sincere  appreciation. 
Their  comments  about  Dr.  Handy  could  easily  fill 
a large  and  valuable  book  and  one  day  should  fill 
such  a book.  J.H.D.) 

c 1990  by  James  H.  Duff 

NOTES: 

1.  Quotations  from  Margaret  Handy,  unless 
otherwise  noted  are  from  a video-tape  interview 
with  Dr.  Handy  by  D.  J.  McGinnis  and  the  Wilm- 
ington Medical  Center,  with  commentary  by  Dr. 
John  W.  Maroney,  July  11,  1974. 

2.  Charles  A.  Sillman,  The  Hospital,  The  Study 
of  Delaware  Hospital,  Wilmington,  1966,  p.  89. 

3.  Sillman,  p.  89. 

4.  Sillman,  p.  89. 

5.  Sillman,  p.  93. 

6.  Sillman,  p.  143. 


4 Doctor,  my  child 
doesn’t  do  things 
like  other  children 
and  I don’t  know 
where  to  turn.9 


What  can  you  do  for  a parent  whose 
child  is  developmentally  delayed  or 
physically  handicapped?  You  can  refer 
your  patient  to  the  Pediatric  Unit 
of  the  Delaware  Curative  Workshop 
for  a broad  range  of  programs  and 
individual  treatments. 


A,  DELAWARE 
V'CLRATIVE 

~ \ WORKSHOP 

(302)  656-2521  • 1 600  Washington  Street -Wilmington,  DE  19802 


YOCON’ 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees . 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug.  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone. 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon 8 is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.1  >2  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.1’3 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. 1 .3.4  1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  'h  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocon8 1/12  gr.  5.4  mg  in 
bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 
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AVAILABLE  AT  PHARMACIES  NATIONWIDE 
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PHARMACEUTICALS,  INC. 

219  County  Road 
Tenafly,  New  Jersey  07670 

(201)  569-8502 
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Members  of  the  Medical  Society  of  Delaware  are  invited  to  submit  material. 
Preferred  length  is  approximately  250-500  words.  For  further  information 
contact  the  Journal  office,  658-3957. 


Delaware  Fails  with  the  Medically  Indigent 


On  February  15,  1990,  at  the  MBNA  America 
building  in  Christiana,  Delaware,  Governor 
Michael  N.  Castle  signed  an  executive  order 
creating  the  Governor’s  Council  on  Lifestyle  and 
Fitness.  This  was  done  in  an  attempt  to  deal  with 
Delaware’s  high  rates  of  some  chronic  diseases 
that  are,  in  large  part,  preventable.  In  October, 
1989,  the  reputation  of  the  state  as  a good  place 
to  live  and  do  business  had  been  sullied  by  the 
Northwestern  National  Life  Insurance 
Company’s  survey  ranking  Delaware  as  the  least 
healthy  of  the  50  states.  Although  this  was  a 
poorly  done  study  by  a minor  insurance  company, 
the  publicity  was  very  real  and  very  devastating, 
and  will  be  an  albatross  on  the  state  for  years  to 
come  in  its  attempts  to  lure  workers  and  new 
business  here.  Of  even  more  concern  was  the 
report  of  the  Center  of  Disease  Control  that  ranked 
Delaware  sixth  worst  in  the  nation  in  deaths  due 
to  chronic  (and  largely  preventable)  diseases. 

The  initial  reaction  of  state  officials  seemed  to 
be  to  point  the  finger  at  unhealthy  lifestyles  as 
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the  major  culprit.  Granted,  many  deaths  are  due 
to  the  effects  of  alcohol,  smoking,  and  poor 
dietary  choices.  But  Delaware  has  no  monopoly 
on  such  things  — nor  on  couch  potatoes. 

Where  Delaware  health  care  fails  is  with 
regard  to  medically  indigent  patients.  Nearly 
one-seventh  of  the  state’s  population  has  no 
health  insurance,  and  the  options  for  health  care 
for  these  patients  are  severely  limited.  Only  one 
hospital  in  the  state  has  a medical  clinic  and  it 
is  horribly  overwhelmed.  For  a new  patient  to  get 
an  appointment  at  the  medical  clinic  of  the 
Medical  Center  of  Delaware  can  take  as  long  as 
two  months  — even  for  indigent  patients  who 
have  just  been  discharged  from  the  hospital  and 
need  follow-up  on  a timely  basis  to  prevent 
readmission. 

The  medical  clinic  of  the  Medical  Center  of 
Delaware  does  a very  good  job  with  the  resources 
that  it  has,  but  these  resources  are  very 
inadequate.  The  Medical  Center  of  Delaware  is 
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in  no  financial  position  to  extend  itself  further  in 
aiding  the  indigent  — a task  that  is  already 
causing  it  to  carry  a growing  deficit.  The  few 
independent  clinics  in  the  state  of  Delaware  are 
not  able  to  handle  the  load  either. 

Who  will  do  it  then?  If  the  health  problems  of 
this  segment  of  the  population  — our  sickest  — are 
not  addressed,  little  improvement  can  be 
expected  in  the  statewide  disease  rates  and 
mortality  figures  by  encouraging  middle  class 
(generally  healthy)  patients  to  exercise  properly, 
eat  nutritionally  balanced  diets,  and  stay 
physically  fit.  The  poorest  segment  of  the  popula- 
tion —the  segment  that  often  dies  young  - has  to 
use  its  energy  simply  trying  to  survive  from  day 
to  day.  All  too  often,  they  don’t  succeed  for  very 
long. 


The  unfavorable  national  publicity  (from 
sources  as  credible  as  the  New  York  Times),  even 
if  unfair,  has  cast  a light  on  something  that  many 
physicians  practicing  in  Delaware  have  known  all 
along.  Delaware’s  health  care  system  for  the 
indigent  — never  very  good  - has  declined  into  a 
deplorable  condition. 

Any  society  that  fails  to  care  for  its  weakest 
members  eventually  suffers  for  it.  That  is  what 
happened  this  year  in  Delaware. 

The  cost  of  initiating  appropriate  programs  for 
aiding  the  indigent  should  not  deter  us  from  the 
task.  Every  dollar  spent  on  preventive  health 
care  for  the  indigent  would  pay  for  itself  many 
times  over  by  helping  to  prevent  unnecessary 
hospitalizations  and  emergency  room  visits. 


Certainly  there  is  much  merit  in  encouraging 
healthier  lifestyles,  but  if  it  is  not  accompanied 
by  increased  physician  availability  to  the  poor 
(and  public  education  directed  at  the  same  group) 
it  may  have  little  effect  on  the  statewide  disease 
rates. 


The  inadequacy  of  our  indigent  health  care 
system  must  be  addressed  now,  or  its  flaws  will 
quickly  sweep  away  all  the  economic  progress 
that  Delaware  has  seen  in  the  past  ten  years.  New 
companies  will  be  reluctant  to  relocate  here  if  it 
appears  that  disease  rates  are  high  and  that 


RUN  A SPECIAL 
PRACTICE. 

Today’s  Air  Force  has  special  opportuni- 
ties for  qualified  physicians  and  physi- 
cian specialists.  To  pursue  medical  excel- 
lence without  the  overhead  of  a private 
practice,  talk  to  an  Air  Force  medical  pro- 
gram manager  about  the  quality  lifestyle, 
quality  benefits  and  30  days  of  vacation 
with  pay  each  year  that  are  part  of  a 
medical  career  with  the  Air  Force.  Dis- 
cover how  special  an  Air  Force  practice 
can  be.  Call 


CAPT.  TOM  HAINES 
STATION -TO-STATION  COLLECT 
301-981-7897 
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subsequently  the  cost  of  health  insurance  for 
their  employees  will  also  be  high.  This  would  be 
a disaster  for  a state  like  Delaware  whose 
economy  depends  on  a constant  influx  of  new  jobs. 

Governor  Castle  should  be  commended  for 
addressing  the  state’s  medical  problems.  He 
acknowledged  in  his  speech  at  MBNA  that  the  in- 
digent health  care  problem  is  a major  contributor 
to  the  state’s  high  disease  rates.  If  part  of  the 
council’s  work  is  directed  at  this  segment  of  the 
population,  and  addresses  not  only  the  need  for 
public  education  regarding  health  risks  (which 
is  of  course  very  necessary)  but  also  the  state’s 
responsibility  for  making  adequate  outpatient 
and  preventive  care  available  to  this  segment  of 
the  population,  it  could  go  a long  way  toward  cor- 
recting a most  vexing  problem.  Without  that 
orientation,  it  would  be  hard  to  believe  that  the 
council’s  efforts  could  have  a long-term  beneficial 
effect  on  the  health  of  Delawareans  or  on  the 
statistics  that  measure  it. 

Daniel  L.  DePietropaolo,  M.D. 


What  can  you  do  for  patients  trying  to 
reach  their  M potential  after  an  injury 
or  illness?  You  can  refer  your  patients 
to  the  Delaware  Curative  Workshop, 
an  accredited  comprehensive  out- 
patient therapy  and  rehabilitation 
center  for  children  and  adults. 


A.  DELAWARE 
V^CtRATTVE 

~ \ WORKSHOP 

(302)  656-2521  • 1 600  Washington  Street  • Wilmington,  DE  19802 


DESIGNING 

YOUR  RETIREMENT 


PROGRAM 


H.  Thomas  Hollinger,  Vice  President 
NATIONAL  RETIREMENT  PLAN  SERVICES 


As  a professional  or  business  executive,  you 
assume  the  mantle  of  responsibility  for  a satis- 
fying retirement  program — for  yourself  and  your 
employees.  The  past  decade  has  brought  an 
enormous  amount  of  change  in  this  area,  from 
tax  laws  to  participation  requirements  to  vesting  schedules.  Making  sure  the  right 
people  are  covered  in  the  right  way  requires  the  services  of  professionals  skilled  in 
handling  the  complexities  of  designing — and  administering  — retirement  plans. 

That’s  our  specialty,  and  leaving  this  vital  program  in  our  hands  frees  you  to 

concentrate  on  yours. 


Creative  retirement  planning  provides  a brighter  future. 


Wilmington  Financial  Group 

201  Topkis  Building  • 100  Chapman  Road  • P.O.  Box  8118  • Newark.  Delaware  19714  • (3021  731-1326 
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Lose 

Money  . . . 


Improve  your  cash  flow  through  timely  automatic  insurance  form 
generation,  and  proper  follow  up  of  overdue  insurances.  Increase 
patient  visits  and  practice  revenue  via  “Recall”  System.  Improve 
patient  flow  with  proper  scheduling  to  prevent  “peaks  and  valleys” 
Allow  practice  growth  without  additional  employees.  Organize  your 
medical  and  financial  data  for  fast  access.  Save  existing  time  and 
reduce  office  stress. 

Effectively  increase  your  income  by  80%,  90%,  or  100%  without 
increasing  the  size  or  volume  of  your  practice. 

Call  us. 

stellimann  kaissey  limited 


(302)  888-3200 

practice  management  consultants. 
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Challenge  of  the  Nineties 


Recent  editorials  extolling  the  virtue  of  legal- 
izing the  illegal  drugs  which  are  now  ravishing 
our  youth  appear  to  have  overlooked  medically 
proven  alternatives  which  can  essentially 
accomplish  the  same  end  through  pharmacologic 
measures.  Methadone,  while  far  from  perfect,  can 
at  least,  for  a number  of  addicts,  provide  a method 
of  getting  them  back  into  a productive  life. 
Another  drug,  buprenorphine,  appears  to  promise 
the  same  for  crack.  Unfortunately  there  has  been 
relatively  little  in  the  way  of  research  available 
to  explore  better  understandings  of  the 
pathophysiology  of  drug  addiction  and  phar- 
macologic measures  for  control.  Hopefully,  under 
the  prodding  of  Delaware’s  own  Senator  Biden, 
this  avenue  for  narcotic  addicting  drug  control 
may  find  more  support. 

The  costs  of  legalizing  drugs  has  been  too  high, 
if  tobacco  and  alcohol  are  examples  of  how  cost- 
ly legal  toxic  drugs  can  be  in  terms  of  suffering 
and  dollars.  Experience  in  both  Holland  and 
Switzerland  which  have  tolerated  addicts  and 
even  furnished  them  clean  needles  does  not  ap- 
pear to  have  reduced  the  incidence  of  either  ad- 
diction or  drug-related  deaths.  We  no  longer  hear 
of  the  advantages  of  the  English  system  which 
was  cited  a few  years  ago  as  an  example  of  how 
to  manage  heroin  by  making  it  legal.  In  our  own 
experience  in  this  country  alcohol  abuse  is  the 
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cause  of  almost  half  of  the  automobile  accident 
deaths  and  is  the  second  leading  cause  of 
premature  deaths  in  the  United  States.  Up  to 
6-10  percent  of  the  population  have  been 
characterized  as  being  alcoholic,  yet  alcohol  is 
regulated  while  up  to  now  tobacco  has  had  very 
few  restrictions  except  for  forbidding  sales  to 
children.  It  is  reputed  to  be  responsible  for  about 
400,000  premature  deaths  per  year. 

Unfortunately,  while  many  are  still  calling  for 
more  restrictive  measures  from  the  justice 
system  to  control  the  drug  problem,  others  who 
recognize  the  failure  of  that  approach  have  called 
for  legalization  of  drugs  in  order  to  decriminalize 
the  situation  and  hopefully  reduce  the  crime 
associated  with  selling  and  distributing  illegal 
drugs.  Impatience  with  the  failures  of  police  ac- 
tions could  well  be  akin  to  jumping  from  the  fry- 
ing pan  into  the  fire. 

In  addition  to  basic  research  on  addiction,  it 
will  be  necessary  to  provide  enough  treatment 
centers  with  initial  institutional  care  to  take  care 
of  those  wanting  help.  Those  convicted  of  selling 
or  using  illegal  drugs  may  find  help  in  special 
“camps”  although  their  effectiveness  still  needs 
to  be  established.  There  can  be  no  doubt  that 
preventive  measures  need  to  be  taken  to  keep 
kids  from  experimenting  and  becoming  addicted 
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to  drugs.  This  means  finding  ways  to  improve  the 
self-esteem  of  average  and  below  average 
students  who  appear  to  have  little  in  the  way  of 
skills  or  interests  in  art,  music,  theatre,  sports, 
or  academic  subjects  since  those  are  the  ones 
most  likely  to  become  involved  with  so-called 
recreational  drugs. 

Let’s  not  fool  ourselves  with  unproven 
simplistic  solutions  to  drug  addiction,  the  major 
societal  challenge  of  the  nineties. 

Robert  W.  Frelick,  M.D. 


Arterial  Oxygen  Saturation 

We  appreciate  the  opportunity  to  respond  to  the 
letters  commenting  on  our  article  titled  Arterial 
Oxygen  Saturation  in  Sedated  Patients  Undergoing 
Gastrointestinal  Endoscopy  and  a Review  of  Pulse 
Oximetry  (Delaware  Medical  Journal,  October 
1989-Volume  61,  No.  10,  533-542. 


In  her  letter,  Dr.  Susan  K.  Jonas  agrees  with 
our  conclusion  that  patients  at  risk  for  hypox-  i 
emia  cannot  be  determined  prior  to  the 
gastrointestinal  procedure.  She  argues,  however,  f 
that  this  be  given  supplemental  oxygen  and  be  , 
monitored  by  pulse  oximetry.  She  argues, 
however,  that  this  conclusion  does  not  support  our 
recommendation  that  these  patients  be  given 
supplemental  oxygen  and  be  monitored  by  pulse 
oximetry.  She  describes  situations,  outside  of 
medically  supervised  environments,  where  peo- 
ple may  also  experience  decreases  in  their 
arterial  saturation.  The  crucial  difference  here 
is  that  patients  undergoing  gastrointestinal  en- 
doscopy and  colonoscopy  are  being  invasively  in- 
strumented, and  the  physiological  consequences 
of  such  cannot  be  divorced  from  the  medical 
management.  Although  we  agree  with  her  that 
a study  to  determine  the  significance,  in  terms 
of  adverse  outcome,  of  oxygen  desaturation, 
would  be  most  welcome,  such  studies  can  be  quite 
lengthy,  especially  to  expose  events  of  low  in- 
cidence. What  should  one  do  in  the  meantime? 


COUNTRY  LIVING  AT  ITS  FINEST 

Chestertown,  located  on  the  Eastern  Shore 
of  Maryland,  is  approximately  one  hour 
from  Wilmington.  With  its  slower  pace  of 
living,  open  farmland,  horses,  boating, 
condos  and  waterfront,  it  may  as  well  be  a 
million  miles  away. 

Our  firm  has  access,  through  a multiple 
listing  service,  to  many  available  propertie 


If  you  are  interested  in  finding  a quiet 
retreat,  please  call: 

Brenda  H.  Strange,  GRI 
Associate 

Phone:  301-778-6901 
Home:  301-778-1046 

WILLIAM  H.  NORRIS  REAL  ESTATE,  INC. 

521  North  Washington  Avenue,  P.O.  Box  253 
Chestertown,  MD  21620 
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The  literature  is  replete  with  data  describing  the 
adverse  effects  of  hypoxemia  when  prolonged  over 
several  minutes.  While  there  is  little  data  show- 
ing the  effects  of  shorter  periods  of  hypoxemia, 
however,  there  can  be  little  doubt  that  at  the  very 
least  the  effects  will  not  be  beneficial.  Therefore, 
it  makes  no  sense  to  avoid  preventing  hypoxemia 
even  for  short  periods.  In  addition,  the  stress 
response  to  hypoxemia  may  cause  significant 
increases  in  myocardial  oxygen  demand,  which 
may  be  poorly  tolerated  in  some  patients  with 
coronary  artery  disease. 

In  his  letter,  Dr.  R.  Walter  Powell  states  that  the 
lowest  level  of  oxygen  saturation  was  89.5%.  That 
is  incorrect!  The  mean  lowest  oxygen  saturation 
was  89.5%,  thus  23/50  patients  actually  had  an 
arterial  oxygen  saturation  of  this  value  or  lower. 
The  standard  deviation  of  the  mean  for  all  pa- 
tients was  5.129.  Two  patients  had  a low  oxygen 
saturation  in  the  70’s  which  correlates  to  a tissue 
oxygen  tension  in  the  40’s.  This  complies  with 
any  textbook’s  definition  of  hypoxemia. 


In  summary,  supplemental  oxygen  should 
eliminate  these  short  periods  of  hypoxemia  and 
perhaps  the  need  for  pulse  oximetry.  In  fact,  at 
least  one  study  has  shown  this  to  be  the  case  (see 
Bell,  G.D.,  et.  al.1).  More  studies  are  needed  to 
clarify  this  question.  In  the  meantime,  a pulse  ox- 
imeter will  allow  the  physician  performing  these 
studies  to  take  corrective  measures  when  hypox- 
emia is  detected. 


Eugene  I.  Tolpin,  M.D.,  Ph.D. 

Staff  Anesthesiologist 
Department  of  Anesthesiology 
Christiana  Hospital 

Lennart  Fagraeus,  M.D.,  Ph.D. 

Chairman 

Department  of  Anesthesiology 
Christiana  Hospital 

1.  Bell,  G.D  , Bown,  S.,  Morden,  A.,  Coady,  T.,  and  Logan,  L.F.:  Prevention  of  hypox- 
emia during  upper-gastrointestinal  endoscopy  by  means  of  oxygen  via  nasal  can- 
nulae.  Lancet,  1987,  May  2;1 : 1 176-9. 


HI  Alfred  I.  duPont 
lH  Institute 

^THE  NEMOURS  FOUNDATION 


A CHILDREN'S  HOSPITAL 


PRESENTS: 

Primary  Care  Physician  Seminars 


I.  Pediatric  Dermatology  for  the 

Primary  Care  Physician 
Robert  L Brent,  M.D.,  Ph.D.,  D.Sc. 

II.  Radiographic  Correlates  of 

Upper  Airway  Disease 
Robert  G.  Kettrick,  M.D. 

Wednesday,  May  16, 1990 
6:30  p.m. 

Call  Department  of  Education  for  Reservations 
302-651-6752 

Located  at  1-95  and  Rt.  202  in  Wilmington,  DE 


The  Alfred  I.  duPont  Institute  is  accredited  by  the  Accreditation  Council  for  Continuing  Medical  Education  to  provide 
continuing  medical  education  programs. 
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3.  ARTHRITIS  RELATED  DISEASES 
HIP,  KNEE  & FOOT 

4.  SUJIM  THERAPV 
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1 900  Newport  Cop  Pike 
Wilmington 
994-1800 


Kelway  Plaza 
314  E.  Main  Street 
Newark 
737-9465 


635  Churchman's  Roac 
Christiana/Newark 
737-9469 
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amal  Ksebe,  M.D. 

anuary  26,  1938  - January  1,  1990 

Kamal  Ksebe,  M.D.,  age  51,  died  Monday, 
fanuary  1, 1990,  at  Beebe  Medical  Center,  Lewes 
ollowing  a lengthy  illness. 

Dr.  Ksebe  was  born  in  Homs,  Syria  and  at  the 
ige  of  18  immigrated  to  Germany  where  he 
)ecame  an  outstanding  student,  taking  his  pre- 
nedical  and  medical  education  at  Martin  Luther 
Jniversity,  Halle,  Germany.  Ksebe  took  and  pass- 
id  the  exams  for  his  M.D.  degree  in  both  English 
ind  German  in  September  1965. 

Upon  earning  his  M.D.  degree,  Dr.  Ksebe  im- 
migrated to  the  United  States  and  served  his  in- 
;ernship  at  Coney  Island  Hospital  in  Brooklyn, 
Mew  York,  graduating  in  January  1965. 

Prior  to  entering  his  surgical  residency  at  For- 
syth Memorial  Hospital,  Winston-Salem,  North 
Carolina  in  July  1967,  Dr.  Ksebe  served  six 
months  as  a house  officer  at  Beebe  Medical 
Center,  Lewes. 

Upon  completion  of  his  surgical  residency  in 
1971  and  a sojourn  in  Syria  due  to  the  illness  of 
his  mother,  Dr.  Ksebe  once  again  move  his  fami- 
ly back  to  Lewes,  opened  his  private  practice  in 
Georgetown  in  1972  in  association  with  Beebe 
Clinic,  P.A.  and  became  a member  of  the  active 
medical  staff  with  privileges  in  general  surgery 
at  Beebe  Medical  Center. 


No  finer  tribute  can  be  made  to  man  than  be- 
ing recognized  as  a healer  who  displays  genuine 
caring  and  great  concern  for  his  patients.  Dr. 
Ksebe  exemplified  this  in  his  daily  walk  through 
life,  making  house  calls  when  the  patient  was 
unable  to  go  to  his  office,  frequently  without 
charge. 

Dr.  Ksebe  was  education  oriented, 
knowledgeable  and  interested  in  reading  and 
writing  arabic  poetry,  with  a special  interest  in 
discussing  politics  and  history  with  his  late 
friend  Ulo  Ware,  M.D.  His  love  affair  with  the 
land  was  evident  in  his  landscaping  of  his  home 
at  116  Gills  Neck  Road  and  in  his  real  estate 
ventures. 

Survivors  include  his  wife  Rosa  who 
matriculated  and  graduated  as  a pharmacist  in 
Germany;  two  daughters  Ummahan  of  Austin, 
Texas  and  Sulaima  of  Washington,  D.C.,  a brother 
and  two  sisters  of  Homs,  Syria. 

Like  his  brother  Nizar  Kuseybi,  who  preceded 
him  to  Lewes,  Dr.  Ksebe  will  long  be  remembered 
by  his  many  friends,  patients  and  fellow  physi- 
cians in  Delaware. 


TOUGH  CHOICES? 

Your  decision  in  choosing  your  medical  equipment  supplier 
depends  on  priorities.  At  ‘MatferCrtr^  our  number  one 
priority  is  your  patient.  ^From  daily  living  to  their  most 
specialized  needs. . .you  can  depend  on  us.  At%faffeFCrf}'C; , 
we’re  finding  products  for  the  patient . . . not  patients  for 
the  product. 

•IV  Equipment  • Apnea  Monitors ‘Ventilator  Programs ‘Oxygen 

Showroom  Old  Baltimore  Pike  Ind  Pk 
83  Albe  Dr . Newark,  DE  19702 

Call  the  CARE  LINE  302  • 368  • 5300 
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DOCTORS: 


YOU’RE 


GAINING  ON 


THE  LOSSES. 


Thanks  to  the  participation  of  physicians 
from  throughout  Delaware  in  our  recent  u 

Risk  Management  Loss  Control  programs,  gains  are  being 
made  toward  reducing  liability  losses. 

The  results  speak  for  themselves.  The  effectiveness  of  loss  control 
programs  has  enabled  us  to  grant  a 5%  premium  credit  to  physicians  who 
attend  the  W-day  sessions. 

That’s  because  physicians  are  learning  to  identify  potential  liability 
exposures  and  implement  control  measures  before  losses  occur. 

We  applaud  your  response  to  the  need  for 
risk  management.  Your  contributions  will 
continue  to  turn  losses  to  gains. 


Joseph  S.  Flynn 
President 
AAW  Physician  Plans.  Inc. 


Endorsed  by  the  Medical  Society  of  Delaware 


AAW  Physician  Plans,  Inc. 
Arthur  A.  Watson  & Company,  Inc. 
Financial  Action  Plans,  Inc. 
Watson  Financial  Services  Corp. 


@the 

WATSON 

GROUP 


225  Spring  Street 
Wethersfield,  CT  06109 
(203)  563-8111 
1 (800)  533-4539 


The  Professional’s  Insurance  Professional 


cm 


For  All  the  Commitments  You  Ma 


MEDICINE  AND  THE  MEDIA 


Brian  Patrick  McDonough,  M.D. 


ABSTRACT 

Whether  physicians  like  it  or  not,  the  media  is 
playing  a growing  role  in  the  care  of  patients. 
Physicians  must  be  prepared  to  deal  with  grow- 
ing patient  awareness  of  their  health,  and  they 
must  provide  balance  for  inaccurate  information 
when  it  is  presented.  For  the  physician  grappling 
with  this  emerging  situation,  a careful 
understanding  of  medicine  and  the  media  is 
essential. 

MEDICINE  AND  THE  MEDIA 

Sixty -five  percent  of  the  responders  to  a recent 
survey  conducted  by  the  communications 


industry  believe  that  their  lives  are  made  better 
by  television.1  In  many  major  “focus  studies,” 
which  the  networks  use  as  barometers  for  pro- 
gramming, health  information  is  second  only  to 
the  weather  in  audience  interest.  B.  Timothy 
Johnson,  M.D.,  M.P.H.,  is  ABC  Television 
Medical  Editor,  and  he  has  stated  that  the  public 
has  the  perception  that  medicalinformation 
presented  over  the  airwaves  is  always  accurate.2 
The  media  can  serve  as  a valuable  resource  for 
the  medical  community,  but  it  also  can  be 
misleading  and  inaccurate.  Physicians  must  be 
aware  of  the  role  of  the  medica  since  their 
patients  are  often  either  misinformed  by 
incorrect  information  or  led  astray  by  a 
misinterpretation  of  accurate  comments. 
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THE  HISTORY  OF  PYSIC1ANS  IN  THE  MEDIA 

At  the  turn  of  the  century,  physicians  who 
discussed  medicine  in  public  were  frowned  upon 
by  their  peers.'1  “The  physician,  whatever  he 
may  say  or  not  say  [to  the  public  through  the  news 
media]  in  attendance  upon  a public  officer  of  high 
rank,  is  almost  certain  to  be  misunderstood.  The 
wiser  course  is  to  keep  silence...”  In  1975,  Dr. 
Ulene,  now  with  NBC  Television,  was  a faculty 
member  at  The  University  of  Southern  Califor- 
nia. He  was  a gynecologist  who  concentrated  on 
oncological  surgery.  Ulene  prepared  a booklet  on 
breast  self-exams  for  a local  television  reporter. 
“I  never  saw  such  a response.  I was  able  to  reach 
so  many  women  in  such  a short  time.  It  was 
incredible.”  Dr.  Ulene,  interviewed  on  the  Temple 
University  radio  program  “On  The  Line”  in  May 
of  1988  said,  “I  knew  this  was  an  important  role 
for  me.  However,  I had  to  face  my  share  of 
criticism  from  colleagues.”  Today,  Dr.  Art  Ulene 
speaks  at  national  medical  meeting  and  serves 
as  an  advisor  to  many  physician  groups.  He  has 
had  a major  role  in  many  projects  of  The 
Amercian  Academy  of  Family  Physicians 
including  the  highly  regarded  “Smoking 
Cessation  Program.” 


directed  at  certain  diseases  to  allow  sufferers  to 
enter  the  mainstream  of  society.  In  a 1980  study 
it  was  found  that  82%  of  the  people  polled  had 
heard  cancer  information  on  TV,  65%  had  read  it 
in  newspapers,  61%  in  magazines,  and  42%  on  the 
radio.” 

The  major  danger  in  the  “golden  age  of 
television”  was  projecting  physicians  as  gods. 
Now,  the  danger  is  misinformation.  Although  the 
media  has  a strict  set  of  guidelines  concerning 
accuracy,  an  alarmingly  small  number  of 
television  and  radio  stations  have  a medical 
advisory  board.  The  print  media  is  not  much 
better.  Often,  a position  of  medical  editor  is 
established  and  the  “expert”  is  given  control  over 
subject  matter.  This  can  lead  to  inaccuracies  and 
potential  disaster. 

Another  major  point  is  that  the  media  has  a 
different  perception  about  what  constitutes  a 
health  story.  “The  disparity  is  complicated  by  two 
factors.  First,  news  stories  must  be  tightly  edited, 
so  important  informataion  may  be  omitted  or 
oversimplified.  Second,  few  news  organizations 
have  reporters  with  medical  expertise.”9 


Today,  it  is  estimated  that  there  are  275 
physicians  in  the  country  who  appear  regularly 
on  televison  or  radio.  As  many  as  15  work  in  this 
capacity  on  a full  time  basis.6  These  physicians 
(along  with  numerous  lay  reporters  covering 
health  related  issues  and  often  dispensing 
medical  advice  without  an  appropriate  degree) 
are  having  a dramatic  effect  on  the  way  that 
medicine  is  practiced  in  1990. 

THE  EFFECT  OF  THE  MEDIA  ON  TODAY'S  PHYSICIAN 

Clearly,  there  are  benefits  to  expanded 
coverage  of  medicine  in  the  media.  Used  properly, 
the  media  can  inform  millions,  and  preventive 
medicine  campaigns  have  flourished  nationwide. 
With  the  emphasis  on  reducing  the  number  of 
hospital  beds  in  an  ever  changing  financial 
climate,  people  can  become  more  involved  in 
controlling  their  own  “health  future.”7 
Cholesterol  awareness  programs  have  recently 
caused  a renewed  interest  in  the  role  of  diet  and 
exercise  in  the  prevention  of  coronary  artery 
disease.  Marketing  campaigns  have  been 


OHS' 


PURELY  REFRESHING. 


Imagine  the  best  cup  of  water 
you've  ever  tasted  Fresh,  cold  and  pure 
Now  imagine  having  it  everyday  at  your 
ccyivemence  without  worrying  about 
service  cos is.  installation  or  maintenance 
Sound  good7  Give  us  a call  today 

OUR  BOTTLED  WATER  SERVICE  FEATURES 


► Mountain  Spring 
Wafer,  Hot  or  Cold 
• A variety  of  dis- 
pensers to  fit  your 
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* No  service  costs 

* New  filter  design 
tor  healthier  water 

* No  plumbing 
required 


FIRST  MONTH'S  COOLER  RENTAL 

FREE 

when  you  mention  seeing  this  ad 

TAKEABREAK 
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Finally,  there  is  no  way  to  prevent  people  form 
improperly  interpreting  data  presented  in  the 
media.  Studies  in  clinical  settings  have  repeated- 
; ly  shown  that  people  often  hear  what  they  want 
to  hear  and  follow  advice  that  they  think  will 
help  them  while  disregarding  advice  they 
perceive  to  be  worthless.10  " When  people  are 
given  information  at  home,  it  can  be  expected 
that  their  concentration  may  not  be  as  great  as 
in  the  case  of  a physician  visit.  Therefore,  the 
chance  of  harm  is  potentiated.  Present  informa- 
tion shows  that  medicine  is  going  to  continue  to 
receive  coverage  by  the  media.  Where  does  this 
leave  the  practicing  physician? 

THE  FUTURE  OF  MEDICAL  PRACTICE  IN  THE  ERA  OF 
EXPANDED  HEALTH  COVERAGE 

The  practicing  physician  can  not  keep  up  with 
the  ever  increasing  number  of  medical  journals. 
It  can  not  be  expected  that  he  keep  up  with  the 
lay  press.  However,  the  information  that  patients 
receive  through  the  electronic  and  print  media  is 
fair  game  for  discussion. 


COMMITMENT 
WITH  COMPASSION 
...  That's  Tilton  Terrace 

When  you  refer  your  acute  or 
chronically  ill  patients  to  Tilton 
Terrace  for  skilled  nursing  home 
care,  you  may  be  assured  that 
the  care  will  be  of  the  highest 
quality.  Call  302/652-3861  to 
expedite  admission. 


80 1 N.  Broom  Street 
Wilmington.  Delaware  19806 
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Several  strategies  are  suggested.  First,  despite 
the  patient’s  exposure  to  new  information,  the 
depth  of  the  physician’s  knowledge  and  his 
overall  perspective  leave  no  doubt  as  to  who  is  in 
charge.  After  all,  the  patient  is  visiting  the 
physician.  He  is  seeking  assistance  in  his  health 
care.  An  open  discussion  of  the  issue  at  hand  will 
help  the  patient  understand  more  about  his  own 
health.  The  lines  of  communication  will  be 
enhanced.  Second,  the  physician  should  not  be 
afraid  to  admit  he  has  not  heard  of  the  informa- 
tion the  patient  brings  up.  No  one  is  responsible 
to  keep  up  with  both  medical  journals  and  the  lay 
public’s  media  exposure.  In  addition,  the  patient 
may  have  misinterpreted  information  or  may 
have  been  presented  incorrect  information. 
Finally,  the  physican  cannot  be  responsible  for 
what  the  patient  hears  or  reads.  As  long  as  the 
lines  of  communication  are  open,  the  physician 
is  doing  all  that  is  expected  of  him. 

The  ever  changing  role  of  medicine  in  the 
media  is  a two-edged  sword.  It  has  unlimited 
potential  for  both  patient  education  and  mis- 
information. The  Family  Physician’s  role  as  a 
communicator  withthe  patient  have  never  been 
greater. 
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FAMIL  Y PORTS  Med/C/A/E 


A Division  Of 

Rehabilitation  Consultants,  Inc. 


Treating  and  Preventing  Sports  Injuries 


That's  what  we've  been  doing  at 
Rehabilitation  Consultants,  Inc.  (RCI) 
since  opening  in  1970.  Now  we've 
taken  the  next  logical  step  and 
consolidated  our  two  decades  of 
expertise  into  a Family  Sports 
Medicine  Division  Our  mission,  as 
always,  is  both  to  treat  sports 
injuries  and  to  help  prevent  them. 

Identifiable  by  this  logo,  our  new 
Division  offers: 

■ Sports  Specific  Physical  Therapy 

■ Pre-Sports  Screening  for  All  Age 
Groups 

■ Strength  and  Conditioning 
Programs 

■ General  Fitness  and  Exercise 
Programs 


When  you  refer  your  patients  to 
the  Family  Sports  Medicine 
Division  at  RCI  you  can  do  so  with 
confidence.  Amateur  or  professional, 
they  will  be  treated  by  a registered 
physical  therapist  familiar  with  and 
qualified  to  treat  sports  injuries,  and 
with  state-of-the-art  equipment. 

At  the  same  time,  of  course,  RCI 
continues  to  offer  all  patients  a full 
range  of  Physical,  Occupational  and 
Speech  Therapy,  Work  Tolerance 
Evaluation  and  Work  Hardening 
Programs,  Back  School  Programs 
and  other  rehabilitation  services. 

Call  us  at  302/478-5240  or 
302/655-5877. 


Rehabilitation  Consultants,  Inc. 


Owners: 


Robert  Catalano.  M A . P T 
I Favel  Chavin  M.D. 
Anthony  L.  Cucuzzella  M.D. 
Pierre  L LeRoy.  M.D 
Italo  V Monteleone  M.D 


Suite  105  Springer  Building, 

Concord  Plaza 

341 1 Silverside  Road 

2100  Baynard  Boulevard, 
Wilmington 


In  Brief 


27TH  ANNUAL  The  27th  Annual  Infectious  Disease  Symposium  will  be  held  at  the  Delaware 
INFECTIOUS  DISEASE  Academy  of  Medicine  May  7-11,  1990.  For  information  contact  William  J. 
SYMPOSIUM  Holloway,  M.D.,  Director,  Infectious  Disease  Research,  Medical  Center  of 
Delaware,  501  West  14th  Street,  Wilmington,  Delaware  19899.  (302) 
428-2744. 


SECOND  BALTIMORE  The  Johns  Hopkins  Medical  Institutions  present  the  second  Baltimore 
PERINATAL  Perinatal  Colloquium  on  June  20-23,  1990.  This  continuing  medical  educa- 
COLLOQUIUM  tion  program  will  be  held  at  the  Johns  Hopkins  University  School  of 
Medicine  and  the  University  of  Maryland  School  of  Medicine  in  Baltimore, 
Maryland.  24  AMA  Category  I credits  are  available.  ACOG  Cognates  will 
also  be  available.  For  information  contact  the  Johns  Hopkins  Medical 
Institutions  Office  of  Continuing  Medical  Education,  Turner  Building,  720 
Rutland  Avenue,  Baltimore,  Maryland  21205.  (301)  955-2959. 


CHRISTIANA 

AUDIOLOGY 

ASSOCIATES  INCORPORATED 


Complete  Audiometric  Testing 
Hearing  Aid  Evaluation 
Hearing  Aid  Conformity  Evaluation 
Hearing  Aid  Checks 
Swim  Ear  Molds 

Fitted  Ear  Plugs  for  Noise  Protection 

Electronystagmography 

Brain  Stem  Evoked  Response  Audiometry 


BY  APPOINTMENT  (302)  454-7234 


100  Christiana  Medical  Center,  Newark,  Delaware  19702 

DIRECTOR  NORMAN  B ROBINSON  M D 
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IN-BRIEF 


SIXTH  ANNUAL  Berkshire  Area  Health  Education  Center  (AHEC)  presents  “Advances  in 
BERKSHIRE  MEDICAL  Cardiology”  on  July  12-14,  1990,  and  “Special  Challenges  in  General 
CONFERENCE  Medicine”  on  July  19-21, 1990.  Geared  to  the  primary  care  physician,  these 
courses  will  present  updates  on  the  latest  information  critical  to  the  office 
based  management  of  cardiac  and  other  special  problems  in  primary  care. 
The  conference  will  be  held  at  the  Country  Inn  and  Conference  Center  at 
Jiminy  Peak,  Hancock,  Massachusetts  in  the  heart  of  the  Berkshires.  The 
following  credits  are  being  offered:  15  Category  I Credits  (each  week),  15 
AAFP;  15  Category  2-A  American  Osteopathic  Assoc.  For  information 
contact  Berkshire  AHEC,  (413)  447-2417. 

; 

I 


CHESTER  COUNTY  ORTHOPAEDIC  ASSOCIATES,  LTD. 

JACK  BOCHER,  M.D. 

JOHN  H.  BENNER,  M.D. 

MICHAEL  J.A.  WARD,  M.D. 

Richard  w.  Ziegler,  M.D. 

Specializing  in 

Orthopaedic  Surgery  Joint  Reconstruction  Hand  Surgery 
Sports  Medicine  General  Orthopaedics 

HOURS  BY  APPOINTMENT  ONLY 

Maple  and  Montgomery  Aves.  Suite  101 

West  Chester,  PA  19380  Kennett  Medical  Bldg. 

215-692-6280  McFarland  Road 

Kennett  Square,  PA  19348 
215-444-1344 
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PRESIDENT  S PAGE 


William  H.  Duncan,  M.D. 
President 


Participation,  Partnership,  Politics  and  Partisanism 


Please  do  not  go  to  your  dictionary  to  verify 
that  the  last  word  in  the  title  is  a word— it  is  not 
in  mine.  I think  I just  invented  it.  I invented  it 
because  it  is  descriptive  of  persons  who  take  the 
part  of  or  strongly  support  one  side,  one  cause,  one 
party  or  one  whatever.  The  first  three  acceptable 
words  describe  and  summarize  my  first  of  four 
messages  to  the  membership. 

This  introduction  all  leads  to  the  fact  that  the 
medical  society  is  partisan.  What  makes  us  dif- 
ferent from  the  historic  partisan  figures  of  the 
past  (and  present)  is  that  we  in  the  leadership  of 
our  group  were  all  elected  democratically,  and  we 
all  serve  a very  specific  constituency.  Those 
elected  from  the  three  component  societies  of 
Kent,  New  Castle  and  Sussex  counties  have  an 
even  more  specific  constituency. 

With  this  in  mind,  then,  our  Medical  Society  of 
Delaware  has  a new  look.  This  new  look  is  in  our 
official  stationary.  The  change  is  a listing  of  all 
members,  not  just  the  officers,  of  the  Board  of 
Trustees  of  our  Society.  This  is  in  direct  recogni- 
tion of  the  leadership,  the  decision-makers  of  your 
Society.  These  are  the  physicians  who  will  listen 
to  you  and  present  your  issues  to  the  Board. 

Last  month  I talked  about  my  personal  contacts 
with  persons  outside  the  Society,  but  perhaps 
equally  or  more  important  are  contacts  within 


the  Society.  Not  one  day  goes  by,  including 
weekends,  when  a member  does  not  call  me  or 
meet  with  me  on  issues  such  as  legislation,  both 
state  and  national;  solutions  for  environmental 
issues;  support  for  AIDS  patients  or  some  other 
special  group  of  patients;  support  for  charitable 
causes  such  as  migrant  workers  or  a Claymont 
health  center;  actions  by  Federal  or  State  in- 
vestigators; and  many  other  concerns. 

Surprisingly,  many  of  these  issues  and  concerns 
are  parochial  in  scope.  They  are  partisan  issues. 
Though  I wish  I knew  all  the  answers,  I frequently 
refer  these  inquiries  to  persons  I know  will 
have  the  information  needed  readily  at  their 
fingertips.  Frequently  my  fellow  Trustees  are  the 
referral  source.  If  you  will  look  at  our  Trustees, 
you  too  will  see  the  depth  of  experience  and 
dedication  they  represent  which  readily  permits 
such  referral. 


Now,  all  who  communicate  with  us  will  also  be 
able  to  see  this  talent  bank  of  your  partisans, 
your  Trustees. 


William  H.  Duncan,  M.D. 
President 
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CPC:  Dyspnea  in  an  HIV  Positive  Man 


Mark  Jones,  M.D. 


CASE  PRESENTATION 

Dave  Jackson,  M.D. 


The  patient  is  a 34-year-old  white  male 
homosexual  with  a 19-month  history  of  acquired 
immunodeficiency  syndrome  (AIDS)  initially 
diagnosed  by  presentation  with  Pneumocystis 
carinii  pneumonia  (PCP)  and  Kaposi’s  sarcoma 
(KS)  involving  the  right  ear.  He  was  admitted 
with  a 1-week  history  of  progressive  cough, 
dyspnea,  night  sweats,  and  a 2-to  3-day  history 
of  yellow  sputum  and  fever.  There  was  no  chest 
pain  or  hemoptysis.  Approximately  10  months 
previously,  he  had  been  hospitalized  with  increas- 
ing dyspnea,  and  a transbronchial  biopsy  had 
revealed  pulmonary  KS.  He  was  treated  with 
adriamycin,  bleomycin,  and  vincristine  with  an 
excellent  clinical  response.  His  chemotherapy 
was  discontinued  3 months  prior  to  admission, 
but  alpha  interferon  was  started  one  and  one  half 
months  later  because  of  increasing  dyspnea.  The 
patient  had  also  been  hospitalized  one  month 
before  admission  with  pneumococcal  pneumonia 
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which  responded  clinically  to  appropriate 
antibiotics.  Since  then  he  had  noted  a 10-pound 
weight  loss. 

Past  medical  history  was  otherwise  significant 
for  hepatitis  B in  1978.  He  received  aerosolized 
pentamidine  for  PCP  prophylaxis  and  zidovudine 
(AZT)  100  mg.  five  times  a day.  There  was  a 
history  of  rash  to  amoxicillin  and  trimethoprim- 
sulfamethoxazole  (TMP-SMX). 

On  physical  examination  his  temperature  was 
38°  C.,  pulse  96,  respiratory  rate  21.  He  appeared 
well  and  was  not  in  respiratory  distress.  There 
were  rales  in  the  left  lung  base.  Examination  was 
negative  for  lymphadenopathy,  skin  or 
oropharyngeal  lesions,  or  other  abnormalities. 
On  chest  x-ray  there  were  bibasilar  interstitial 
densities,  more  prominent  on  the  left,  progressive 
when  compared  to  most  recent  films.  A sputum 
culture  obtained  as  an  outpatient  the  day  before 
admission  was  negative.  The  white  blood  cell 
count  was  2800  per  mm!  (65%  poly- 
morphonuclear neutrophils,  2%  bands,  12% 
lymphocytes,  16%  monocytes,  2%  atypical 
lymphocytes,  3%  eosinophils),  and  hematocrit 
was  31.9%. 
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Because  of  the  possibility  of  a bacterial 
pneumonia,  especially  in  the  setting  of  recent 
alpha  interferon  therapy,  the  patient  was  treated 
empirically  with  intravenous  ceftazidime.  On  day 
four  he  was  noted  to  have  a p02  of  54  mm  Hg  on 
room  air.  Due  to  persistence  of  cough,  low  grade 
fever,  and  hypoxia,  fiberoptic  bronchoscopy  and 
transbronchial  biopsy  were  performed  on  the 
fifth  hospital  day.  Specimens  obtained  from  bron- 
choalveolar  lavage  (BAL)  and  biopsy  were 
negative  for  KS,  and  stains  were  negative  for  acid 
fast  bacillus  or  fungi.  Ceftazidime  was  discon- 
tinued on  the  sixth  hospital  day  because  of  a rash, 
and  parenteral  doxycycline  was  begun.  Fevers, 
night  sweats,  and  a productive  cough  persisted, 
and  the  bibasilar  densities  progressed  on  chest 
x-ray.  On  the  ninth  hospital  day  a diagnostic  pro- 
cedure was  performed. 

DISCUSSION 

Mark  Jones,  M.D. 

Today  I would  like  to  discuss  a general 
approach  to  the  differential  diagnosis  and  evalua- 
tion of  the  AIDS  patient  with  dyspnea,  and  then 
try  to  utilize  this  approach  to  diagnose  the 
patient’s  problem. 

What  is  the  pathogenesis  of  human  im- 
munodeficiency virus  (HIV)  induced  immune 
deficiency?  In  this  disorder,  both  functional  and 
quantitative  destruction  of  T helper  lymphocytes 
are  present.  These  T helper  cells  play  a central 
role  in  immune  regulation  through  cytokines 
regulating  T and  B lymphocytes,  natural  killer 
cells,  macrophage-monocytes,  and  possibly 
polymorphonuclear  neutrophils.  In  addition, 


patients  with  HIV  infection  demonstrate  dimin- 
ished delayed-type  hypersensitivity  and  decreased 
lymphocyte  blast  transformation  in  response  to 
antigen  and  mitogens.  B cell  defects  may  also  be 
present  leading  to  failure  to  develop  rising 
antibody  responses  to  vaccines  and  to  an 
increased  incidence  of  bacterial  infections.1 

These  immune  defects  in  large  part  account  for 
the  cardiopulmonary  effects  of  AIDS,  most  of 
which  are  pulmonary.  However,  cardiac  abnor- 
malities have  been  reported  and  should  be 
considered  in  dyspneic  AIDS  patients.  Clinical 
manifestations  have  included  left  ventricular 
dysfunction,  pericardial  effusion  and  tamponade 
(secondary  to  KS  or  infectious  processes),  and 
ventricular  tachycardia.  Autopsy  series  have 
reported  myocarditis,  ventricular  dilatation, 
neoplastic  infiltration  of  the  myocardium, 
pericarditis  and  pericardial  effusion,  and 
endocarditis.2 

Evaluation  of  dyspneic  AIDS  patients  for  car- 
diogenic causes  should  begin  with  the  history, 
physical  examination,  electrocardiogram,  and 
chest  x-ray  (looking  for  cardiomegaly).  In  a recent 
series,  48%  of  asymptomatic  HIV  positive 
patients  had  echocardiographic  abnormalities.2 
Because  these  abnormalities  may  have  no 
clinical  significance,  the  echocardiogram  is 
probably  too  sensitive  for  screening  purposes 
unless  there  are  other  factors  suggesting  cardiac 
involvement.  When  considering  possible  cardio- 
genic causes  of  dyspnea  in  the  AIDS  patient,  it 
is  important  to  remember  that  the  overall 
morbidity  and  mortality  from  cardiac  disease  in 
AIDS  is  small.2 


ORGANISMS  TAKING  ADVANTAGE  OF  ORGANISMS  TAKINC  ADVANTAGE  OF 

T-CELL  DEFECT  B-CELL  DEFECT  OTHER  ORGANISMS 

Pneumocystis  carinii  Streptococcus  pneumoniae  Staphylococcus  aureus 

Cytomegalovirus  Hemophilus  influenzae  Group  B streptococcus 

Mycobacterium  tuberculosis  Branhamella  catarrhalis 

Legionella 
? Mycobacterium 
avium-intracellulare 
? Adenovirus 
Nocardia  asteroides 


Table  1.  Causes  of  Pulmonary  Infection  in  AIDS  Patients.1  Reprinted  with  the  permission  of 
WB  Saunders,  Philadelphia,  Pennsylvania. 
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Table  1 depicts  some  of  the  causes  of  pulmonary 
infection  in  AIDS  patients.  In  addition  to  those 
organisms  mentioned,  cryptococcus  and,  in 
endemic  areas,  histoplasmosis  and 
coccioidomycosis,  can  cause  pulmonary  infection 
in  AIDS  patients  by  taking  advantage  of  the 
T-cell  defect.  In  inpatients  who  are  neutropenic, 
gram  negative  rods,  particularly  Pseudomonas, 
should  also  be  considered. 

The  non-infectious  causes  of  lung  disease  in 
AIDS  patients  are  listed  in  Table  2.  These  occur 
in  about  10%  to  15%  of  all  HIV  associated 
pulmonary  disease.  Recently  a group  of  AIDS  pa- 
tients has  been  described  at  the  NIH,  38%  of 
whom  had  nonspecific  interstitial  lung  disease. 1 
Diagnosed  by  transbronchial  biopsy,  this  is  a 
diagnosis  of  exclusion  when  no  other  cause  can 
be  found  for  the  interstitial  lung  disease.  It  is  a 
mild  illness  which  usually  resolves  without 
therapy.’  Today’s  patient  had  a history  of 
pulmonary  KS;  I will  come  back  to  whether  this 
caused  the  illness  necessitating  his  hospitaliza- 


Nonspecific  interstitial  lung  disease 
Kaposi’s  Sarcoma 

Lymphocytic  interstitial  pneumonitis 
Non-Hodgkin’s  Lymphoma 
Reactive  Airways  Disease 

Table  2.  Non-infectious  causes  of  lung  disease 
in  AIDS  patients. 


tion.  Lymphocytic  interstitial  pneumonitis, 
predominantly  described  in  children  with  AIDS, 
is  characterized  by  a benign  infiltration  of  the 
lungs  with  plasma  cells  and  lymphocytes.  It 
results  in  a distinct  interstitial  pattern  on  chest 
x-ray.  There  may  be  associated  adenopathy,  sic- 
ca syndrome,  or  parotid  gland  enlargement.  Non- 
Hodgkins  lymphoma  is  primarily  a B cell  disease. 
Eighty  percent  of  non-Hodgkins  lymphoma  in 
AIDS  patients  is  extranodal,  involving  the  bone 
marrow,  spleen,  central  nervous  system, 
gastrointestinal  tract,  liver,  and  skin,  as  well  as 
the  lungs.  Reactive  airway  disease  should  also  be 


‘Doctor,  my  baby  t 
was  bom  premature 
and  I’m  worried 
she’ll  have  problems 
later  on.9 


What  can  you  do  for  a parent 
who’s  concerned  that  her  infant 
may  be  at  risk  for  developmental 
problems?  You  can  refer  your 
patient  to  the  Delaware 
Curative  Workshop  for  The 
Fagan  Test  of  Infant  Intelligence. 

♦DELAWARE 
CLRAT1VE 

\ WORKSHOP 

(302)  656-2521  • 1 600  Washington  Street*  Wilmington,  DE  19802 


considered  in  dyspneic  patients  who  are  HIV 
positive.  Bronchospasm  is  common  after  viral 
infections,  and  it  has  been  postulated  that  the 
HIV  virus  may  cause  bronchospasm.  These  pa- 
tients will  improve  with  bronchodilators.4 

PCP  is  the  most  common  opportunistic  infec- 
tion in  AIDS  patients.5  It  is  most  likely  due  to 
reactivation  of  a latent  infection,  although  de 
novo  primary  infection  or  reinfection  may  occur. 
It  accounts  for  up  to  85%-  of  all  pulmonary  com- 
plications in  AIDS  patients.  Because  it  is  so 
common,  PCP  should  be  considered  any  time  an 
AIDS  patient  has  an  infiltrate,  even  though  the 
clinical  or  radiographic  presentations  may  be 
atypical.1’ 

The  history  and  physical  examination  can 
establish  a clinical  profile  suggestive  of  PCP.  It 
is  often  a mild  illness  with  an  insidious  onset. 
The  average  duration  of  symptoms  is  four  weeks; 
an  acute  history  over  several  days  usually  sug- 
gests a cause  other  than  PCP.  The  cough  is  non- 
productive; purulent  sputum  is  unusual.  Fever 
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and  dyspnea  on  exertion  are  common.  Difficulty 
with  deep  inspiration  is  frequent  in  AIDS-PCP 
patients  and  can  result  in  paroxysms  of  coughing. 
Systemic  symptoms  include  fatigue,  weight  loss, 
and  sweats.  Examination  of  the  lungs  is  usually 
non-specific  and  may  be  normal  in  up  to  fifty 
percent  of  patients.  Tachypnea  with  shallow 
breathing  is  often  present. 

The  chest  x-ray  reveals  diffuse  infiltrates  in  up 
to  85%  of  patients  with  PCP  Lobar  infiltrates  are 
unusual,  and  should  suggest  a bacterial  process. 
Pleural  effusions  are  more  commonly  seen  in 
patients  with  KS,  cryptococcal  pneumonia,  or 
congestive  heart  failure.  Mediastinal  adenopathy 
or  parenychmal  masses  should  suggest 
mycobacterial  or  fungal  infection  or  lymphoma. 
All  of  these  radiographic  abnormalities,  however, 
have  also  been  described  in  patients  with  PCP.  In 
addition,  solitary  pulmonary  nodules,  biapical 
infiltrates,  cysts,  and  pneumothoraces  have  been 
reported.  Up  to  30%  of  patients  with  PCP  have 
normal  or  equivocal  chest  x-rays.  In  dealing  with 
radiographic  abnormalities,  it  is  important  to 
remember  that  PCP  can  coexist  with  other 
pulmonary  abnormalities,  both  infectious  and 
non-infectious. 

What  information  can  help  in  stratifying  HIV 
patients  with  respect  to  their  risk  for  PCP? 
Recent  data  from  the  NIH  suggests  that  the  CD4 
count  is  useful  in  this  regard.  In  this  study,  PCP 
pneumonia  was  very  unlikely  in  patients  with 
CD4  counts  > 250mm.1  These  patients  were 
also  at  low  risk  for  other  opportunistic  infections, 
particularly  cytomegalovirus  (CMV),  mycobac- 
terium avium  intracellulare  (MAI),  and 
cryptococcus.  CD4  counts  performed  3-60  days 
before  occurrence  of  pulmonary  disease  were  as 
predictive  as  those  done  0-7  days  before  diagnosis. 
Therefore,  it  has  been  recommended  that  in  HIV 
positive  patients  CD4  counts  be  monitored  on  at 
least  a 6-month  basis.  Of  importance,  previous 
splenectomy,  steroid  treatment,  or  cytotoxic 
agents  can  seriously  disrupt  lymphocyte 
distribution  and  alter  the  meaning  of  the  CD4 
count.' 

The  LDH  is  elevated  in  90%  of  patients  with 
AIDS-PCP.  In  one  study,  normal  values  were  seen 
in  only  7%  of  such  patients.  Rising  LDH  values 

990 


during  a progressive  pulmonary  illness  were  also 
predictive  of  PCP.  LDH  levels  are  not  useful  if  the 
patient  has  abnormal  liver  function  or  other  ab- 
normalities which  could  affect  LDH  values  such 
as  lymphoma  or  tuberculosis.8 

Arterial  blood  gases  (ABGs)  may  be  abnormal 
but  are  not  specific  for  PCP.  There  is  usually  an 
increased  alveolar  to  arterial  oxygen  pressure 
gradient  (A  - aP02).  However,  this  can  be  normal 
in  up  to  24%  of  cases  and  elevated  in  a variety  of 
other  non-PCP  disorders  such  as  KS  or  bacterial 
pneumonia.9  Oxygen  desaturation  (<90% 
saturation),  as  measured  by  pulse  oximetry, 
occurs  in  85%  of  AIDS-PCP  cases.  In  patients 
with  PCP  and  a normal  or  near  normal  chest 
x-ray,  desaturation  occurs  in  70%. 9 

Preliminary  information  suggests  that  a 
normal  exercise  ABG  virtually  eliminates  PCP 
as  a diagnostic  possibility.  In  normal  individuals 
who  exercise,  ventilation  and  perfusion  matching 
improves,  and  the  A-aP02  gradient  decreases  by 
5 mm  Hg  or  more  from  rest  to  exercise.  Up  to 
100%  of  patients  with  PCP  will  have  abnormal 
exercise  ABG.  This  preliminary  information 
needs  to  be  confirmed  and,  in  addition,  the 
normal  range  of  exercise  A-aP02  gradients  in 
age  matched  HIV  positive  controls  needs  to  be 
determined.10 

Like  the  previously  mentioned  tests, 
pulmonary  function  tests  are  not  useful  in 
distinguishing  PCP  from  other  respiratory 
disorders  in  the  dyspneic  patient  with  AIDS. 
Although  >90%  of  patients  with  AIDS-PCP,  even 
with  normal  chest  x-rays,  will  have  a diffusing 
capacity  (DLCO)  of  <80%,  the  test  lacks 
specificity;  it  may  also  be  abnormal  in  up  to  50% 
of  AIDS  patients  with  non-PCP  pulmonary 
processes.9 

Gallium  scanning  has  been  used  diagnostically 
in  dyspneic  AIDS  patients  with  normal  chest 
x-rays.  Like  DLCO,  it  is  highly  sensitive  but  not 
specific.  The  sensitivity  is  greater  than  90%  if  the 
uptake  in  the  lung  is  greater  than  or  equal  to  the 
uptake  in  the  liver.  However,  the  specificity  is 
only  50%. 11  In  addition,  the  test  is  expensive  and 
takes  48  hours  to  perform.  A gallium  scan  might 
have  been  useful  in  this  patient  because  KS  is  not 
gallium  avid,  and  a scan  done  early  in  this 
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patient’s  course  may  have  suggested  a second  in- 
trapulmonary  process.12 

Three  sensitive  tests,  DLCO,  exercise  ABG, 
and  gallium  scanning  may  suggest  PCP  as  a 
possible  cause  of  dyspnea  in  the  AIDS  patient. 
Because  these  tests  are  not  specific,  however,  ad- 
ditional diagnostic  testing  needs  to  be  performed 
when  these  screening  tests  are  positive.  Sputum 
induction  is  a labor-intensive  technique  which  re- 
quires at  least  20  minutes  of  the  respiratory 
therapist’s  time.  In  this  test,  after  an  overnight 
fast,  patients  need  to  brush  their  tongue,  buccal 
mucosa,  teeth,  and  palate  with  water  or  normal 
saline.  The  technician,  who  must  wear  mask  and 
gloves,  then  induces  sputum  with  3%  normal 
saline  by  nebulizer.  This  may  cause  coughing  and 
chest  discomfort.  In  several  studies  there  is  a 55% 
yield  using  standard  staining  techniques. 
Preliminary  information  suggests  that  the  yield 
can  be  increased  to  92%  with  the  use  of 
monoclonal  antibodies.  The  use  of  sputum  induc- 
tion as  a diagnostic  technique  for  PCP  requires 
a team  approach.  The  respiratory  therapist  must 
aggressively  induce  sputum,  and  microbiology 
technicians  must  have  special  training  in 
recognizing  positive  stains.  This  test  should  on- 
ly be  performed  on  patients  in  whom  the  history, 
physical  examination,  and  preliminary  screening 
tests  are  suggestive  of  PCP.13  If  the  diagnosis 
remains  in  question  after  sputum  induction, 
bronchoscopy  with  (BAL),  transbronchial  biopsy, 
or  even  open  lung  biopsy  may  need  to  be  performed. 

Treatment  of  PCP  in  AIDS  patients  has  been 
with  either  trimethoprim-sulfamethoxasole 
(TMP-SMX)  or  pentamidine.  In  the  largest  pro- 
spective comparison  of  these  two  therapies,  86% 
of  69  patients  treated  with  TMP-SMX  and  61% 
of  patients  treated  with  pentamidine  survived 
and  were  without  respiratory  support  at  the  com- 
pletion of  therapy.14  The  side  effects  of  TMP- 
SMX  included  rash  and  anemia,  but  the  drug  did 
not  have  to  be  discontinued  because  of  rash,  and 
no  patients  developed  Stevens-Johnson  syn- 
drome. The  most  frequent  side  effects  of  pen- 
tamidine were  nephrotoxicity,  reversible 
hypotension,  and  hypoglycemia.  The  toxicity 
associated  with  either  of  these  treatments  is 
rarely  life-threatening.  TMP-SMX  side  effects 
may  be  diminished  if  the  dosage  is  modified  by 
pharmokinetic  monitoring  of  serum  drug  levels. 
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Pentamidine  toxicity  may  be  lessened  by  reduc- 
ing the  dosage  in  patients  with  reduced  renal 
function. 

Patients  with  AIDS-PCP  can  develop  adult 
respiratory  distress  syndrome,  and  the  fluid 
challenge  associated  with  intravenous  TMP- 
SMX  may  exacerbate  underlying  non- 
cardiogenic  pulmonary  edema.  Thus,  in  patients 
in  whom  a fluid  load  would  present  problems, 
who  are  neutropenic,  or  who  have  a known  sulfa 
allergy,  pentamidine  should  be  used.  TMP-SMX 
should  be  considered  in  patients  with  renal 
dysfunction. 

Drug  failure  is  suggested  if  there  is  a pro- 
gressive clinical  and  radiographic  deterioration 
after  4-5  days  of  treatment,  or  if  there  is  no 
clinical  or  radiographic  improvement  after  7-10 
days.  When  therapy  is  changed  from  one  drug  to 
the  other  because  of  side  effects,  there  is  no 
change  in  prognosis.  However,  in  patients  in 
whom  a change  in  therapy  is  made  because  of  in- 
adequate response,  survival  is  low.  Poor  survival 
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also  correlates  with  prior  episodes  of  PCP,  hypox- 
emia, hypocarbia,  or  multiple  simultaneous  in- 
fections. The  mortality  rate  from  PCP  rises  with 
each  episode.15 

The  relapse  rates  for  PCP  are  18%  at  6 months, 
46%  at  9 months,  and  65%>  at  18  months.16  Thus, 
today’s  patient,  19  months  after  his  first  episode 
of  PCP,  was  at  a high  risk  of  relapsing. 
Respiratory  symptoms  within  the  first  3 months 
after  an  episode  of  pneumocystis  do  not  usually 
represent  a recurrence. 

As  many  as  two  thirds  of  patients  may  have 
pneumocystis  by  BAL  or  transbronchial  biopsy  at 
the  successful  conclusion  of  3 weeks  of  therapy.1  ’ 
There  is  thus  no  reason  to  withhold  therapy 
until  bronchoscopy  is  performed.  If  pneumocystis 
has  been  previously  recovered  by  bronchoscopy 
and  the  patient  is  deteriorating,  the  recovery  of 
pneumocystis  on  repeat  bronchoscopy  will  not  be 
helpful. 

160  mg.  TMP/800  mg.  SMX  twice  daily  with  5 
mg.  leukovorin  once  daily  has  been  approved  for 
prophylaxis  of  PCP.  However,  up  to  17%  of  pa- 
tients may  have  to  terminate  the  drug  because 
of  side  effects.  Aerosolized  pentamadine  at  a dose 
of  300  mg.  per  month  delivered  by  the 
Respirgard  II  nebulizer  was  approved  by  the  FDA 
in  June  of  1989  for  prophylaxis  of  PCP  in  AIDS 
patients  with  CD4  counts  <200  or  who  have 
CD4  positive  cells  less  than  20%  of  total  lym- 
phocytes and  for  prevention  of  recurrent  PCP. 
Side  effects  are  infrequent  and  include  bron- 
chospasm  and  cough.  The  side  effects  seen  with 
intravenous  pentamidine  can  also  be  seen  with 
monthly  aerosolized  pentamidine  including 
neutropenia,  hypoglycemia,  and  hypersensitivi- 
ty reactions.1.  The  intrapulmonary  deposition  of 
aerosols  is  dependent  on  the  flow  rate,  the  parti- 
cle size  (thus  FDA  approval  with  one  specific 
nebulizer)  and  the  condition  of  the  airways.  In  pa- 
tients with  significant  bronchospasm  the  deposi- 
tion of  aerosols  in  the  small  airways  is  decreased. 
KS  is  a bronchocentric  illness  in  which  broncho- 
spasm is  often  present.  I would  expect  that  the 
nebulized  pentamidine  used  in  today’s  patient 
was  not  equally  distributed  to  all  parts  of  his 
lungs  and  thus  would  not  be  100%  effective. 


Approximately  10%  to  30%  of  patients  per  year 
develop  recurrent  PCP  while  on  prophylaxis.  In 
these  patients  PCP  may  present  with  unusual 
signs  such  as  disease  in  the  upper  lobes  or  ex- 
trapulmonary  pneumocystis  involving  the  ears, 
skin,  or  spleen.  With  prophylaxis,  the  organism 
load  may  be  lower,  and  diagnosis  by  BAL  alone 
is  not  always  possible,18 

Not  only  is  the  patient  described  today  at  high 
risk  for  recurrent  PCP,  but  he  was  known  to  have 
pulmonary  KS.  KS  occurs  in  10-20%  of  all  pa- 
tients with  AIDS.  Pulmonary  involvement  is  pre- 
sent in  approximately  20%  of  those  with 
cutaneous  KS.  Other  areas  of  visceral  involve- 
ment include  the  gastrointestinal  tract  and 
mucous  membranes,  liver,  spleen,  heart,  and 
pericardium.  Ninety-five  percent  of  AIDS 
associated  KS  occurs  in  homosexual  patients,  as 
in  this  patient,  suggesting  that  a second  cofactor 
is  present  in  the  homosexual  population  which 
promotes  the  development  of  KS.4 

Like  PCP,  the  symptoms  of  pulmonary  KS  are 
non-specific  and  include  malaise,  anorexia,  and 
fever.  A non-productive  cough  is  usually  present; 
sputum  production  should  suggest  an  infectious 
etiology.  Hemoptysis  is  common,  and  significant 
pulmonary  hemorrhage  can  occur.  I suspect  that 
a large  part  of  this  patient’s  terminal  illness  may 
have  been  pulmonary  hemorrhage  from  KS. 
Because  this  is  a bronchocentric  illness,  en- 
dobronchial lesions  may  cause  wheezing  and  up- 
per airway  obstruct  ion  as  previously  mentioned. 
Hoarseness  may  be  present  if  the  vocal  cords  are 
involved.  If  upper  airway  obstruction  is  present, 
stridor  may  be  a prominent  sign. 

On  chest  x-ray,  parenchymal  abnormalities, 
pleural  effusions  and  adenopathy  are  frequent- 
ly seen.  Interstitial  infiltrates,  pulmonary 
nodules  and,  rarely,  segmental  or  lobar  in- 
filtrates, have  also  been  reported.  As  previously 
mentioned,  the  gallium  scan  can  be  useful  in 
diagnosis.  Patients  with  KS  without  oppor- 
tunistic infection  generally  have  a negative  scan. 
A positive  scan  suggests  a second  process  in  ad- 
dition to  KS.4  Because  pulmonary  KS  is  found 
primarily  in  a perivascular  and  peribronchial 
distribution,  CT  scans  may  show  characteristic 
abnormal  soft  tissue  densities  within  the  hilum 
extending  into  the  parenchyma  along  distinctly 
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perivascular  and  peribronchial  pathways.19 
Pleural  effusions  due  to  KS  usually  occur  in 
association  with  parenchymal  disease.  The 
pleural  fluid  is  bloody  or  serosanguinous,  and 
there  is  a predominance  of  mononuclear  cells  on 
differential."" 

On  bronchoscopy,  endobronchial  KS  lesions 
have  a characteristic  cherry  red,  violaceous, 
raised  appearance.  The  presence  of  such  lesions 
strongly  suggests  the  concomitant  presence  of 
parenchymal  KS.  However,  the  absence  of  these 


lesions  does  not  exclude  parenchymal  involve- 
ment. The  yield  from  endobronchial  biopsy  is  ap- 
proximately 20%.  Because  endobronchial  lesions 
are  vascular,  there  is  an  increased  risk  of 
bleeding  after  biopsy.  The  yield  from  transbron- 
chial  biopsy  is  only  13%.  Open  lung  biopsy  is 
diagnostic  in  only  75%  of  cases,  due  to  patchy  in- 
volvement of  the  lung  parenchyma.4 

How  should  the  patient  with  pulmonary  symp- 
toms and  a normal  or  equivocal  chest  x-ray  be  fur- 
ther evaluated?  Table  3 represents  an  algorithm 


TABLE  3 


Pulmonary  infiltrate  on  chest  radiograph  or  a normal  chest  radiograph  with  pulmonary 
symptoms  and  an  increased  A-aPo,  or  abnormal  gallium  scan 

I 

Prompt  TMP-SMX  therapy  (coverage  for  PCP  and  pyogenic  bacteria)  and  reevaluation  after  the 
following  diagnostic  approach 


Sputum  microscopy  tor  P carinn,  fungi,  mycobacteria,  and  bacteria  (silver  methenamme, 
Giemsa,  AFB,  and  Gram  stains) 
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Table  3.  Algorithm  for  the  Approach  to  Diagnosis  and  Treatment  of  Pulmonary  Disorders  in  Patients 
with  AIDS  or  Suspected  AIDS.21  Reprinted  with  the  permission  of  the  American  Thoracic  Society. 


Definitionof  abbreviations: 

AFB  = acid  fast  bacilli. 

• Sputum  and  blood  should  also  be  cultured  by  mycobacteria,  bacteria,  and  fungi, 
t Bronchoscopy  should  include  transbronchial  lung  biopsy  and  bronchoalveolar  lavage. 

t A chest  radiograph  that  reveals  hilar  or  mediastinal  adenopathy,  pleural  effusion,  or  pulmonary  cavitation  in  a patient 
whose  sputum  reveals  P cannil  organisms  suggests  a coexisting  diagnosis.  A chest  radiograph  that  reveals  a diffuse 
(nonmiliary)  interstitial  infiltrate  in  a patient  with  AIDS  or  suspected  AIDS  whose  sputum  is  positive  for  bacteria,  and 
acid-fast  bacilli,  or  fungi  suggests  a coexisting  diagnosis  (i.e. , PCP). 
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which  provides  a logical  approach  to  the 
diagnosis  of  pulmonary  disorders  in  patients 
with  AIDS  or  suspected  AIDS.  If  there  is  a 
pulmonary  infiltrate  on  chest  x-ray,  or  a normal 
chest  x-ray  with  pulmonary  symptoms  and  an  in- 
creased A-aP02  gradient  or  an  abnormal 
gallium  scan,  empiric  pneumocytis  therapy 
should  be  started  in  addition  to  coverage  for 
bacterial  pathogens.  Sputum  induction  should 
then  be  performed,  looking  for  bacteria,  PCP, 
fungi,  and  mycobacteria.  If  the  pathogen  is  iden- 
tified and  the  chest  x-ray  is  compatible  with  the 
organism  isolated,  therapy  for  this  specific 
organism  is  begun.  If  the  chest  x-ray  is  not  com- 
patible with  the  diagnosis  (e.g.,  pneumococcus 
with  diffuse  pulmonary  infiltrates)  bronchoscopy 
should  be  performed  to  exclude  coexisting 
pathogens.9 

Which  bronchoscopic  procedures  to  perform  re- 
mains debatable.  The  yield  for  PCP  from  BAL 
alone  is  90%,  and  the  procedure  has  a low  mor- 
biditiy.  The  addition  of  transbronchial  biopsy  in- 
creases the  yield  for  PCP  to  97%. 29  However, 
pneumothoraces  requiring  chest  tubes  can  occur 
in  up  to  5%  of  patients  undergoing  transbron- 
chial biopsies.  Therefore  some  centers  initially 
perform  BAL,  and  use  a second  BAL  and 
transbronchial  biopsy  if  the  initial  BAL  is 
non-diagnostic. 

BAL  and  transbronchial  biopsy  are  also  quite 
sensitive  for  other  infectious  processes  which 
cause  dyspnea  in  AIDS  patients.  MAI,  cryptococ- 
cus, mycobacteria  tuberculosis,  coccidioides  im- 
mitis,  and  histoplasma  can  all  be  diagnosed  with 
up  to  90%  sensitivity  using  these  two  techniques. 
Of  note,  the  sensitivity  of  BAL  and  transbron- 
chial biopsy  is  reduced  for  CMV  pneumonia  in 
HIV  positive  patients:  this  usually  requires 
cytologic  evidence  of  cytopathogenic  changes  in 
order  to  be  diagnosed.22 

The  role  of  open  lung  biopsy  in  AIDS  patients 
with  pulmonary  abnormalities  is  unclear.  Most 
major  centers  rarely  perform  open  lung  biopsies 
in  AIDS  patients.  In  the  largest  group  studied, 
of  42  patients  who  underwent  open  lung  biopsy, 
29  were  performed  because  of  non-diagnostic 
bronchoscopy,  9 for  deteriorating  clinical  status 
despite  treatment  for  a disease  that  had  been 
diagnosed  bronchoscopically,  and  4 because  they 
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were  too  ill  for  bronchoscopy.  Excluding  essen- 
tially “unbeatable”  diseases  (CMV,  MAI,  and 
pulmonary  KS)  and  PCP,  which  could  have  been 
diagnosed  on  repeat  bronchoscopy,  clinically  rele- 
vant diagnoses  were  made  in  only  6/42  and  in- 
cluded cryptococcus,  tuberculosis,  lymphoma, 
empyema,  and  pulmonary  embolus.  Thus,  in  this 
series,  open  lung  biopsy  resulted  in  a change  in 
therapy  in  only  14%  of  patients.  Of  note,  of  the 
nine  patients  who  were  deteriorating  despite 
treatment  for  a disease  previously  diagnosed 
bronchoscopically,  only  one  additional  diagnosis 
was  made.22  Open  lung  biopsy  should  be  con- 
sidered when  there  is  progressive  pulmonary 
disease  with  a non-diagnostic  transbronchial 
biopsy  and  BAL  as  in  today’s  patient.  If  the  pa- 
tient has  an  uncorrectable  coagulophathy  or  is  on 
a ventilator  and  has  had  a non-diagnostic  BAL 
(in  both  situations  transbronchial  biopsies  are 
relatively  contraindicated),  an  open  lung  biopsy 
should  also  be  considered.24 

I am  certain  that  at  least  some  of  the  patient’s 
symptoms  were  from  pulmonary  KS.  The  median 
survival  is  approximately  ten  months,  approx- 
imately the  length  of  time  the  patient  had  been 
known  to  have  pulmonary  KS.  I suspect  that  he 
had  accompanying  intraalveolar  hemorrhage.  He 
may  also  have  had  PCP.  I would  have  treated  him 
empirically  for  PCP,  and  with  a non-diagnostic 
BAL  and  transbronchial  biopsy,  I would  have  per- 
formed an  open  lung  biopsy. 

PATHOLOGY 

Francis  P.  Parker,  M.D. 

The  patient  underwent  a wedge  biopsy  of  the 
lingula,  which  was  diagnostic  for  both 
pulmonary  KS  and  PCP.  Post-operatively,  he  was 
begun  on  intravenous  pentamidine  and  alpha  in- 
terferon. Despite  all  therapeutic  efforts,  his 
respiratory  status  deteriorated  precipitously,  and 
he  suffered  a cardiopulmonary  arrest  three 
weeks  after  admission. 

Today’s  pathology  comes  from  his  post-mortem 
examination,  which  was  limited  to  the  thorax. 
The  lungs  weighed  twenty-five  hundred  grams, 
almost  four  times  normal.  Each  hemithorax 
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contained  approximately  two  hundred  cc  of 
hemorrhagic  fluid.  On  gross  examination,  there 
were  ill-defined  reddish-purple,  nodular  areas 
scattered  over  the  pleural  surfaces  of  the  lower 
lobes.  Sections  of  the  lung  parenchyma  revealed 
diffuse  consolidation  of  the  lower  lobes,  the  right 
middle  lobe,  and  the  lingula,  and  there  were  scat- 
tered, reasonably  well-defined,  nodular  areas 
suggesting  the  presence  of  KS. 

On  microscopic  examination,  there  was  involve- 
ment of  virtually  all  sections  of  pulmonary  paren- 
chyma with  KS  with  a distinctly  lymphangitic 
distribution  in  bronchopulmonary  rays,  in- 
terlobular septa,  and  subpleural  spaces.  The 
walls  of  numerous  bronchi  and  bronchioles 
showed  marked  thickening  with  a proliferation 
of  spindle  cells  and  slit-like  vascular  spaces,  often 
producing  the  appearance  of  fusion  of  bronchi 
and  adjacent  pulmonary  arteries. 

The  cause  of  death  in  patients  with  pulmonary 
KS  is  often  difficult  to  identify  with  certainty.  In 
this  patient,  the  alveolar  spaces  were  filled  with 


fluid  with  a minimal  infiltrate  of  mononuclear 
cells,  suggesting  that  the  patient  may  have  died 
of  severe  pulmonary  edema,  probably  secondary 
to  lymphatic  obstruction  by  tumor.  In  addition, 
post  mortem  cultures  of  lung  tissue  grew  Strep- 
tococcus mitis,  a non-hemolytic  strep  of  the 
viridans  group.  This  is  one  of  the  most  common 
causes  of  subacute  bacterial  endocarditis  but 
does  not  usually  cause  respiratory  infections.  On 
occasion  it  has  been  reported  to  produce  a 
necrotizing  pneumonia.  I was  also  able  to  find 
gram  positive  cocci  in  chains  on  gram  stains  of 
lung  tissue,  presumably  the  Streptococcus  mitis. 
This  is  a common  inhabitant  of  the  oral  cavity, 
and  it  is  difficult  to  say  whether  the  organism 
contributed  significantly  to  the  patient’s  death. 

Widespread  features  of  PCP  were  absent.  There 
were,  however,  small  patchy  areas  in  which 
alveolar  spaces  contained  a deeply  eosinophilic 
fibrinous  exudate  characteristic  of  Pneumocystis, 
and  on  methanamine  silver  stain  the  organism 
was  identified.  This  was  not,  however,  a striking 
or  predominant  pathologic  finding. 
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DISCUSSION 

Michael  Guarino,  M.D. 

It  is  estimated  that  40%  of  homosexual  patients 
with  AIDS  will  develop  KS.  This  malignancy  is 
relatively  uncommon  in  non-homosexual  AIDS 
patients,  and  rare  in  women.  There  are  only  case 
reports  of  KS  in  patients  with  AIDS  secondary  to 
intravenous  drug  abuse.  The  median  life  expec- 
tancy is  approximately  17  months  from 
diagnosis.  Treatment  does  not  affect  prognosis. 

There  are  two  clinical  variants  of  KS  in  AIDS 
patients,  an  indolent  form  and  widespread  pro- 
gressive disease.  It  is  occasionally  difficult  to 
separate  the  two.  Skin  lesions  are  an  obvious 
manifestation,  but  some  patients  have 
predominantly  visceral  disease.  Today’s  patient 
presented  with  a few  skin  nodules  which 
regressed  when  he  started  on  AZT,  even  though 
this  drug  is  not  known  to  have  intrinsic  an- 
tineoplastic activity  against  KS.  The  patient  died 
without  visible  skin  lesions. 

Treatment  is  primarily  symptomatic.  Patients 
who  have  minimal  disease  are  best  left  un- 
treated. Today’s  patient  is  unusual  in  that  most 
patients  with  HIV-related  KS  die  from  infection, 
not  from  complications  of  KS.  Most  treatment  for 
KS  causes  further  immunosuppression  so  that 
the  risk-benefit  must  be  carefully  considered. 

If  the  patient  has  skin  lesions  which  are  a 
cosmetic  problem,  local  irradiation  with  electron 
beam  therapy  may  be  helpful.  Electrons  do  not 
penetrate  deeply;  electron  beam  therapy  provides 
superficial  treatment  when  the  disease  is 
superficial. 

If  systemic  therapy  is  felt  necessary  because  of 
overwhelming  disease,  there  are  two  options:  in- 
terferon, and  standard  antineoplastic  drugs.  In- 
terferon may  be  an  attractive  alternative.  The 
early  data  from  Memorial  Sloan-Kettering  sug- 
gested that  interferon  therapy  resulted  in  regres- 
sion of  KS  lesions  and  an  increase  in  the  CD4 
cell  count.23  Interferon  has  now  been  approved 
by  the  FDA  for  use  in  the  treatment  of  KS. 


Dr.  Guarino  is  a member  for  the  Associate  Staff  in  the  Department  of  Medicine, 
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Thirty  to  forty  percent  of  patients  respond  to 
recombinant  interferon.  These  responses, 
however,  seem  to  be  limited  to  patients  who  do  not 
have  opportunistic  infections  and  who  have  near 
normal  CD4  counts.  Patients  with  infectious 
complications  tolerate  the  drug  poorly  and  have 
a low  response  rate.25  The  major  side  effects  of 
interferon  are  fatigue,  flu-like  symptoms,  and 
mild  bone  marrow  suppression.  It  may  thus 
exacerbate  pre-existing  symptoms. 

In  a recent  study  50  percent  of  patients  with  KS 
responded  to  a combination  of  low  dose  AZT  (100 
mg  every  4 hours)  and  low  dose  interferon  (5 
million  units  per  day).26  Of  note,  none  of  these 
patients  had  opportunistic  infections,  and  all 
were  functional,  perhaps  not  the  patients  one 
should  treat. 

For  most  immunocompromised  patients, 
chemotherapy  has  also  been  used  with  some 
success.  With  single  agents  such  as  vinblastine 
or  vincristine,  the  response  rate  is  25%  with  low 
morbidity.  Higher  response  rates  are  reported 
with  low  dose  adriamycin,  bleomycin,  and 
vincristine,  but  the  sides  effects  are  more 
significant. 

Today’s  patient  demonstrates  a “success”  story 
of  the  1980  AIDS  epidemic.  He  lived  slightly 
longer  than  his  median  life  expectancy,  and  his 
pulmonary  KS  responded  on  two  occasions,  both 
radiographically  and  clinically,  to  chemotherapy. 
He  tolerated  his  therapy  reasonably  well,  but 
ultmately  died  because  of  KS. 
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Postoperative  Pulmonary  Complications  in  Children  with 
Neuromuscular  Scoliosis  Who  Underwent  Posterior  Spinal 
Fusion 


Raj  Padman,  M.D. 
Robert  McNamara 


ABSTRACT 

Children  with  neuromuscular  scoliosis  may 
develop  restrictive  pulmonary  disease,  with 
substantially  lower  than  normal  predicted  lung 
function.  Posterior  spinal  fusion  (PSF)  is  often 
used  to  slow  down  this  rapid  deterioration  of 
pulmonary  function.  Postoperatively,  these  pa- 
tients frequently  develop  pulmonary  complica- 
tions. In  this  retrospective  study  of  38  patients 
with  neuromuscular  scoliosis  who  underwent 
PSF,  the  preoperative  vital  capacity  was  related 
to  postoperative  pulmonary  complications  and 
need  for  postoperative  ventilatory  assistance.  In 
two  patients  who  developed  postoperative  atelec- 
tasis and  pulmonary  edema,  the  preoperative 
vital  capacity  was  44%  of  that  predicted.  In  six 
patients  who  developed  atelectasis  only,  it  was 
49.2%.  In  the  remaining  30  patients  who 
developed  no  postoperative  pulmonary  complica- 
tions, the  average  was  64.6%.  Low  preoperative 
vital  capacity  was  also  shown  to  correlate  with 
the  need  for  longer  postoperative  ventilatory 
assistance.  The  preoperative  vital  capacity  is  an 
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important  prognostic  parameter  in  evaluating 
postoperative  pulmonary  recovery. 

INTRODUCTION 

Low  vital  capacity  is  prevalent  in  children  with 
neuromuscular  scoliosis.15  Both  scoliosis  and 
muscle  weakness  account  for  this  respiratory  in- 
sufficiency. Many  sources  correlate  the  severity 
of  scoliosis  with  the  degree  of  respiratory  insuf- 
ficiency.4,5 Aprin  and  associates  state  that  pa- 
tients with  spinal  muscular  atrophy  are  more 
dependent  on  their  diaphragm  and  abdominal 
muscles  than  normal  children  because  they  have 
weak  neck  and  thorax  muscles.1  Jenkins  and 
associates  found  that  because  muscular 
dystrophy  involves  mainly  proximal  muscles, 
vital  capacity  of  muscular  dystrophy  patients  in- 
creases with  age  at  a slower  rate  than  that  of  nor- 
mal children.4  Similar  findings  are  reported  for 
poliomyelitis  and  other  neuromuscular 
diseases.2,4 

Although  some  researchers  have  noted  decreased 
vital  capacity  following  PSF,  most  studies  have 
demonstrated  that  this  surgery  averts  the  pro- 
gressive deterioration  of  pulmonary  function 
seen  in  most  patients  with  neuromuscular 
scoliosis.2,3,5  The  preoperative  rate  of  deteriora- 

999 


Scientific  Article  - Padman 


tion  can  be  as  much  as  four  times  the 
postoperative  rate.2  Kumano  and  associates 
found  that  17  out  of  20  patients  with  idiopathic 
scoliosis  showed  improvement  of  pulmonary  func- 
tion after  PSF,  with  optimal  improvement  occur- 
ring after  two  years.5 

Evaluation  of  pulmonary  function  plays  a 
major  role  in  determining  candidates  for  PSF. 
Surgery  is  recommended  for  those  patients  with 
vital  capacities  exceeding  25%  to  30%  of 
predicted  values  (based  on  height,  age,  and 
sex).12,4  More  intense  preoperative  respiratory 
therapy  is  suggested  for  patients  with  lower  vital 
capacities.1,4  Evaluation  of  pulmonary  function 
also  determines  the  timing  of  such  surgical  in- 
tervention.4 


Pulmonary  complications  are  a major  cause  of 
morbidity  and  mortality  in  scoliotic  patients 
following  PSF.5  Careful  monitoring  of  the 
respiratory  status  of  these  patients  is  imperative. 
Low  preoperative  vital  capacity  reliably  predicts 
the  risk  of  postoperative  pulmonary  complica- 
tions.2 The  purpose  of  this  study  is  to  determine 
the  relationship  between  preoperative  vital 
capacity  and  postoperative  respiratory  complica- 
tions in  38  patients  with  neuromuscular  scoliosis 
who  underwent  PSF  at  the  Alfred  I.  duPont  In- 
stitute, Wilmington,  Delaware. 

METHODS  AND  MATERIALS 


In  this  study,  the  records  of  38  patients  (25  male 
and  13  female)  with  neuromuscular  scoliosis  who 
underwent  PSF  between  1978  and  1986  at  the 
Alfred  I.  duPont  Institute  were  examined.  Four- 
teen of  these  patients  were  diagnosed  with 
Duchenne  type  muscular  dystrophy,  fourteen 
with  spinal  muscular  dystrophy,  four  with  con- 
genital myopathy,  two  with  polio,  and  one  each 
with  astrocytoma  of  the  cervical  cord,  dystonia 
musculorum  deformans,  Charcot-Marie-Tooth 
disease,  and  central  cord  disease.  Luque  in- 
strumentation was  used  on  31  of  the  patients, 
Harrington  instrumentation  with  Halo  ap- 
paratus on  one  patient,  and  no  instrumentation 
on  one  patient.  (Table  I) 

1000 


Table  I 

Clinical  Categories  of  Patients  with 
Neuromuscular  Scoliosis  who  Underwent  PSF 


DIAGNOSIS  NUMBER  OF  PATIENTS 

Duchenne  Muscular  Dystrophy  14 

Spinal  Muscular  Atrophy  14 

Congenital  Myopathy  4 

Polio  2 

Other  4 

INSTRUMENTATION 

Luque  31 

Harrington  alone  5 

Harrington  and  Halo  1 

No  instrumentation  1 

CURVE  PATTERN 

Thoracolumbar  28 

Thoracic  2 

Double  Major  8 

KYPHOSIS  19 

LORDOSIS  6 

POSTOPERATIVE  PULMONARY 
COMPLICATIONS 

Atelectasis  and  Pulmonary  Edema  2 

Atelectasis  only  6 

Pneumonia  0 

No  Pulmonary  complications  30 


The  average  age  at  the  time  of  surgery  was  14.1 
years  with  a range  of  9.8  to  23.6  years  (Table  II). 
Height  ranged  from  120  to  200  cm  with  an 
average  of  147  cm.  Average  weight  was  42.6  kg 
with  a range  of  18  to  67  kg. 

Thirty  patients  had  a single  “C-shaped”  curve 
(28  thoracolumbar  and  2 thoracic),  and  eight  pa- 
tients had  an  “S-shaped”  double  major  curve. 
Nineteen  of  the  patients  had  kyphosis,  and  six 
had  lordosis.  The  average  preoperative  degree  of 
curvature  for  the  patients  with  double  major 
curves  was  64.4°  for  the  upper  curve  with  a 
range  of  21°  to  128°,  and  73°  for  the  lower  curve 
with  a range  of  25°  to  116". 
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Table  II 

Characteristics  of  Patients  with 
Neuromuscuolar  Scoliosis  who  Underwent  PSF 


Age-years 

Average 

14.1 

Low 

9.8 

Range 

High 

23.6 

Height-cm 

147 

120 

200 

Weight-kg 

42.6 

18 

67 

Preoperative 
Curvature-degrees 
Single  “C-shaped” 

64.6 

8 

130 

Double  “S-shaped” 
Upper  curve 

64.4 

21 

128 

Lower  curve 

73.0 

25 

116 

Predicted 
Preoperative  Vital 
Capacity  - % 

61.1 

12 

122 

Predicted 

Postoperative  Vital 
Capacity  - % 

39.6* 

26 

61 

*Data  available  on  only  seven  patients  for  per- 
cent of  predicted  postoperative  vital  capacity.  All 
other  categories  reflect  data  from  all  38  patients. 


Preoperative  vital  capacity  averaged  61.1%  of 
that  predicted,  with  a range  of  12%  to  122%.  In 
7 of  the  38  patients,  postoperative  vital  capacity 
ranged  from  26%  to  61%  of  predicted  values,  and 
averaged  39.6%. 

All  38  cases  were  reviewed  for  the  following 
postoperative  pulmonary  complications:  atelec- 
tasis, pulmonary  edema,  and  pneumonia.  The  pa- 
tients were  divided  into  three  categories  based 
upon  these  complications.  Two  patients  were 
divided  into  three  categories  based  upon  these 
complications.  Two  patients  developed  atelectasis 
and  pulmonary  edema  (Group  A).  Six  patients 
developed  atelectasis  only  (Group  B).  Thirty  pa- 
tients had  no  postoperative  pulmonary  complica- 
tions (Group  C).  Of  note,  no  patients  developed 
pneumonia  postoperatively. 

RESULTS 

Group  A patients  (2)  were  on  postoperative  ven- 
tilatory assistance  for  an  average  of  59.5  hours, 
Group  B (6)  for  44  hours,  and  Group  C (30)  for  26.8 
hours  (Table  III).  Group  A patients  had  an  average 
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Table  III 

Averages  for  Postoperative  Ventilatory 
Assistance  and  Preoperative  Vital  Capacity 


Results 

Average 

Postoperative 

Ventilatory 

Assistance 

Hours 

Postoperative 
Pulmonary  Complication 

Standard 

Error 

Hours 

Atelectasis  and 

Pulmonary  Edema-Group  A 

59.5 

29.3 

Atelectasis  only-Group  B 

44.0 

19.7 

No  Complications-Group  C 

26.8 

7.2 

Postoperative 

Average 

Preoperative 

Pulmonary 

Vital 

Standard 

Complication 

Capacity  % 

Error  % 

Atelectasis  and 

Pulmonary  Edema-Group  A 

44.0 

11.3 

Atelectasis  only-Group  B 

49.2 

8.0 

No  Complications-Group  C 

64.6 

5.1 
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percent  of  preoperative  vital  capacity  of  44.0%, 
Group  B averaged  49.2%,  and  Group  C averaged 
64.6%  (Table  III).  Finally,  the  percentage  of 
predicted  preoperative  vital  capacity  in  relation 
to  length  of  postoperative  ventilatory  assistance 
is  graphically  shown  in  Figure  I. 

DISCUSSION 

Both  scoliotic  curves  and  muscle  weakness 
caused  respiratory  insufficiency  in  these 
children.  The  average  vital  capacity  of  this  study 
group  was  only  61%  of  normal  (normal  being  no 
more  than  80%).  PSF  was  performed  in  an 
attempt  to  halt  further  impairment  of  pulmonary 
function. 

Atelectasis  and  pneumonitis  are  the  leading 
causes  of  postoperative  morbidity  and  mortality 
to  patients  with  neuromuscular  scoliosis.1  Eight 


of  the  38  patients  (21%)  in  this  study  developed 
atelectasis.  These  results  compare  with  those  of 
similar  studies.1 2,5 

As  expected,  Figure  I demonstrates  that  pa- 
tients with  lower  preoperative  vital  capacities 
needed  longer  postoperative  ventilatory 
assistance.  In  addition,  there  was  a definite  cor- 
relation between  preopefative  vital  capacity  and 
postoperative  complications:  patients  who  later 
developed  pulmonary  complications  had  lower 
preoperative  vital  capacities  (Groups  A and  B) 
than  those  who  did  not  (Group  C). 

Although  the  relatively  few  cases  studied  do 
not  show  statistically  conclusive  results,  vital 
capacity  appears  to  be  an  important  prognostic 
indicator  of  postoperative  risk  for  pulmonary 
complications.  These  results  support  the  conclu- 
sion of  Jenkins  and  associates  that  vital  capaci- 


Pre-operative  Vital  Capacity  Versus 
Hours  of  Post-operative  Ventilatory  Assistance 
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FIGURE  I 
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ty  is  the  best  preoperative  predictor  of 
postoperative  complications.4 

The  limitations  of  this  study  include  those 
found  in  most  retrospective  studies:  the  patients’ 
medical  records  were  incomplete  in  some  in- 
stances, either  because  certain  tests  were  not  per- 
formed or  not  recorded.  The  narrow  criteria  for 
inclusion  in  the  study  (children  with 
neuromuscular  scoliosis  who  underwent  PSF  in 
an  eight-year  period)  limited  the  number  of  cases 
available,  especially  when  only  those  developing 
postoperative  pulmonary  complications  were 
included. 

Debate  exists  concerning  the  efficacy  of  exten- 
sive preoperative  patient  education  regarding 
respiratory  care  as  a means  of  reducing 
postoperative  pulmonary  complications.1 4 Also, 
reproducibility  of  pulmonary  function  tests  is 
particularly  difficult  for  these  children."’  More 
complete  respiratory  follow-up  is  needed. 

CONCLUSION 

Preoperative  vital  capacity  is  indicative  of  the 
relative  risk  of  developing  postoperative 
pulmonary  complications  following  PSF  for 
neuromuscular  scoliosis.  Low  preoperative  vital 
capacity  signals  an  increased  risk  for  such  com- 
plications. The  findings  of  this  study  confirm 
previous  reports  that  pulmonary  function  tests 
are  an  important  source  of  information  for 
evaluating  respiratory  care  in  these  patients. 
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MEDLAB  AND  MAYO  MEDICAL  LABOR  ATOFY 
AN  UNBEATABLE  COMBINATION! 


Mayo  Medical  Laboratory  Medlab 


Medlab  Clinical  Testing  Inc.  has  joined  forces  with  Mayo  Medical  Laboratory  (reference  laboratory 
for  Mayo  Clinic)  to  offer  you  the  best  combination  in  laboratory  testing  services.  The  superior  local 
service  and  quality  of  Medlab  is  now  combined  with  the  excellence  and  unsurpassed  depth  of 
technical  support  from  one  of  the  world’s  most  prestigious  reference  laboratories,  Mayo  Medical 
Laboratory. 

• Free  consultation  from  both  labs  on 
your  laboratory  tests 

• Complete  menu  of  esoteric  tests  from 
Mayo 

• Technical  seminars  at  Medlab  with 
expert  speakers  from  Mayo 


• Convenient  local  courier  service 

• Local  STAT  service 

• Rapid  turnaround  on  routine  tests 

• Second  opinions  from  Mayo  on 
difficult  cases 


Plus  monthly  literature  from  the  Mayo  Clinic,  including  Mayo  Clinic  Health  Update,  Mayo  Clinic 
Nutrition  Letter,  Mayo  Communique,  the  useful  Mayo  Laboratory  Handbook,  and  other  publications 
free,  courtesy  of  Medlab. 

By  selecting  Mayo  as  its  reference  laboratory,  Medlab  sets  the  new  standard  for  laboratory  service 
and  quality  in  Delaware. 
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Medical  Malpractice 


Victor  F.  Battaglia,  Esquire 


Many  patients  who  seek  medical  treatment  are 
hurt,  or  sick;  almost  all  are  apprehensive.  Most 
have  successful  recoveries;  some  do  not.  Fre- 
quently, when  there  is  a bad  result,  an  attempt 
is  made  to  equate  the  poor  result  with  poor 
medical  care.  In  the  great  majority  of  cases,  the 
correlation  does  not  exist. 

In  some  cases  a claim  is  made  against  the 
physician.  In  a small  percentage  of  cases,  the 
claim  is  justified  and  the  patient  is  awarded  com- 


Victor  F.  Battaglia,  Esquire,  is  the  legal  counsel  for  the  Medical  Society  of 
Delaware. 

Presented  at  Beebe  Hospital  on  January  5,  1990. 


pensation,  usually  by  settlement,  but  sometimes 
by  jury  verdict.  A great  majority  of  claims 
asserted  are  shown  to  be  situations  in  which  the 
patient  has  a poor  result  in  spite  of  adequate 
medical  treatment. 

It  is  prudent  to  be  aware  of  the  possibility  of 
suit,  to  take  steps  to  decrease  the  probability  that 
a claim  will  be  asserted,  but  to  prepare  in  case  a 
claim  is  asserted. 

If  you  prepare  yourself,  the  stress  of  litigation 
can  be  substantially  reduced.  Preparation 
includes  an  adequate  insurance  program,  a 
knowledge  of  what  the  law  expects  of  you,  learn- 
ing how  to  present  your  conduct  in  its  best  light, 
and  where  the  pitfalls  are  located. 
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What  are  the  preparations  which  will  ease  the 
burden? 

1.  Make  sure  that  you  have  an  adequate  profes- 
sional liability  insurance  plan  that  will  indem- 
nify you  against  loss. 

2.  Know  what  the  law  expects  of  you  - what 
malpractice  is,  what  it  is  not. 

3.  Take  steps  which  allow  you  to  present  your 
conduct  in  its  best  light. 

4.  Think  ahead  of  time  about  the  possibility  of 
being  sued  and  what  to  do  if  you  are  sued.  Like 
a fire  drill  - you  may  never  be  confronted  with  the 
real  thing;  but  if  you  are,  you  will  be  better 
prepared  to  deal  with  it. 

5.  Learn  how  to  avoid  common  pitfalls. 

First,  make  sure  that  you  have  an  adequate  pro- 
fessional liability  insurance  plan  that  will  in- 
demnify you  against  loss. 

One  of  the  joys  of  life  is  the  independence  that 
comes  with  the  practice  of  a profession.  But  as 
with  all  independent  businessmen,  the  prudent 
professional  must  protect  the  fruits  of  his  labors. 
Like  the  corporation  executive,  the  professional 
has  a family,  a home  - children  to  be  educated. 
Steps  have  to  be  taken  to  protect  those  interests 
in  the  event  a claim  is  asserted  against  you. 

The  limits  of  liability  are  individual  matters  to 
be  established  on  a case-by-case  basis.  Essential- 
ly, the  limits  of  liability  represent  the  amount  of 
money  an  insurer  is  willing  to  pay  for  you  if  a 
claim  is  perfected  against  you. 

Currently,  most  professional  liability  insurance 
is  sold  on  a “claims-made”  basis.  Claims-made 
simply  means  that  the  carrier  agrees  to  indem- 
nify you  if  there  is  an  insured  loss  while  the  policy 
is  in  effect  and  if  the  company  has  notice  of  the 
claim  while  the  policy  is  in  effect.  A claims-made 
policy  will  not  indemnify  for  a claim  which 
occurred  during  the  insured  period,  but  not 
asserted  until  after  the  termination  of  the  policy 
period.  A claims-made  policy  will  not  cover  you 
for  a claim  which  is  asserted  during  the  policy 
period  based  on  conduct  which  happened  outside 
the  policy  period. 

If  you  have  a claims-made  policy,  you  must  pro- 
vide tail  or  nose  coverage  if  you  are  going  to  ter- 
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minate  with  that  company  and  go  with  another, 
or  if  you  are  going  to  retire. 

Most  professional  liability  insurances  used  to 
be  sold  on  an  occurrence  basis.  During  the  liabili- 
ty crunch  of  the  '70s,  however,  most  carriers 
moved  away  from  “occurrence”  insurance.  Occur- 
rence coverage  means  that  the  carrier  will  indem- 
nify you  if  the  act  for  which  claim  is  made  occur- 
red while  the  insurance  was  in  effect  without 
regard  to  when  notice  was  given.  While  occur- 
rence insurance  is  generally  regarded  as  superior 
coverage,  you  must  be  careful  if  you  go  from 
“claims-made”  to  “occurrence”  insurance.  In  any 
such  move,  you  will  have  to  buy  tail  or  nose 
coverage  to  make  sure  that  you  have  coverage  for 
acts  which  occurred  while  you  had  claims-made 
coverage  and  before  your  occurrence  insurance 
took  effect. 

Very  recently,  a young  surgeon  went  from 
claims-made  to  occurrence  without  buying  the 
tail.  He  was  sued  for  an  act  which  occurred  while 
he  had  the  claims-made  policy  and  before  his  oc- 
currence policy  took  effect,  but  asserted  after  the 
claims-made  insurance  period.  Even  though  his 
agent  told  him  he  was  upgrading,  after  his 
claims-made  policy  expired,  he  had  no  insurance 
coverage  for  such  claims  that  were  not  discovered 
until  after  the  lapse  ofthe  claims-made  policy. 

One  such  claim  occurred.  I am  happy  to  report 
that  it  was  successfully  defended  and  at  a modest 
defense  cost.  Any  time  you  change  insurance  car- 
riers, you  should  ask  your  insurance  broker  to 
notify  you  in  writing  if  there  is  a possible  gap  in 
coverage. 

Your  broker  works  for  you.  He  earns  a substan- 
tial commission.  You  should  not  be  reluctant  to 
ask  him  to  confirm  that  you  have  unbroken 
coverage. 

You  will  save  yourself  a lot  of  discomfort  if  you 
will  establish  a central  file  for  your  insurance 
documents.  Old  insurance  policies  should  not  be 
discarded.  Under  some  circumstances,  claims  are 
asserted  for  acts  going  back  beyond  the  normal 
statute  of  limitations  period.  In  some  cases, 
neither  the  insurance  carriers  nor  the  broker  are 
able  to  tell  the  amount  of  coverage.  If  you  keep  a 
central  file,  you  will  have  that  information 
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Keep  both  your  primary  and  excess  policies  in 
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2.  You  should  know  what  the  law  expects  of  you 
- what  malpractice  is,  what  it  is  not. 


Malpractice  is  any  lawsuit  which  is  based  upon 
a failure  of  a health  care  provider  to  treat  a pa- 
tient with  the  skill  and  care  ordinarily  employed 
in  the  community  in  which  the  treatment  was 
received,  which  proximately  causes  injury. 


The  central  question  in  a malpractice  case  is 
did  the  health  care  provider  deviate  from  the 
standard  of  care  ordinarily  employed  under 
similar  circumstances  by  members  of  the  profes- 
sion in  the  same  community? 


The  plaintiff  in  a malpractice  action  will  try  to 
prove  that  the  health  care  provider  deviated  from 
the  standard  of  care,  and  the  injury  or  death 
resulted  from  the  deviation.  Thus,  it  is  that  with 
rare  exception,  no  physician  can  be  found  guilty 
of  malpractice  unless  there  is  testimony  from  a 
physician  that  a deviation  occurred. 


If  you  have  not  deviated  from  the  standard  of 
care,  this  does  not  mean  you  cannot  be  sued.  It 
merely  means  you  should  not  be  successfully 
sued. 


If  you  are  sued,  you  are  required  to  be  available 
for  deposition.  You  will  need  to  devote  a signifi- 
cant amount  of  time  to  prepare  for  depositions. 
You  may  have  to  be  available  for  deposition  of  ex- 
pert witnesses  and  the  plaintiff.  Your  presence  at 
such  depositions  can  be  very  helpful.  An  oppos- 
ing expert  or  a plaintiff  may  be  more  factual  and 
less  critical  of  your  actions  if  you  are  present. 


You  will,  also,  need  to  be  available  to  provide 
answers  to  interrogatories  and  attend  trial.  None 
of  the  efforts  that  go  into  the  defense  of  your  care 
is  compensable  to  you. 


A critical  battle  that  will  be  fought  if  you  are 
sued  is  whether  you  violated  the  standard  of  care. 


4 Doctor,  my  back  is 
killing  me!  It’s  even 
hard  for  me  to  do 
simple  things.9 


What  can  you  do  for  a patient 
who  is  suffering  from  back  pain? 
You  can  refer  your  patient  to  the 
Back  School  Program  at  the 
Delaware  Curative  Workshop. 


A.  DELAWARE 
V'CLRATIVE 

^ \ WORKSHOP 


(302)  656-2521  • 1 600  Washington  Street  • Wilmington,  DE  19802 


As  a matter  of  common  experience,  we  find  that 
in  most  cases,  a Plaintiff  will  attempt  to  find  a 
physician  in  the  local  community  to  support  his 
claim  of  deviation.  Sometimes  he  is  successful, 
sometimes  not.  Frequently,  the  Plaintiff  will  turn 
to  communities  which  have  a number  of  medical 
schools  or  teaching  hospitals  and  will  interview 
physicians  there  until  he  has  located  a physician 
who  is  willing  to  support  his  contention  that  a 
deviation  occurred.  He  then  has  the  problem  of 
trying  to  convince  the  Court  that  the  standard  in 
this  community  is  the  same  as  the  standard  in 
the  expert’s  community  or  that  the  retained  ex- 
pert is  familiar  with  the  local  standard  of  care. 

It  should  be  clear  that  a physician  is  not  guilty 
of  malpractice  merely  because  there  is  a poor 
result.  Nor  is  he  liable  for  malpractice  simply 
because  of  an  error  of  judgment.  Nor  is  he  liable 
if  there  is  more  than  one  recognized  method  of 
treatment  and  he  selects  one  of  the  approved 
methods  which  later  turns  out  to  be  a wrong 
selection. 
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I have  been  in  lawsuits  where  one  or  more  of  the 
physicians  sued  is  not  board  certified.  Some 
Plaintiffs  emphasize  that  fact  to  the  jurors.  I have 
never  seen  a case  where  I thought  it  made  a 
difference  to  the  case  that  the  Defendant  was  not 
board  certified.  So  whether  or  not  you  are  board 
certified  does  not  make  much  difference  in  a 
lawsuit. 

What  the  law  requires  of  you  is  the  degree  of 
skill,  care,  knowledge  and  attention  ordinarily 
exercised  by  doctors  under  similar  circumstances. 
You  will  not  be  judged  by  the  standard  of 
practitioners  of  unusual  or  outstanding 
accomplishments. 

In  summary,  the  law  requires  that  you  adhere 
to  the  standard  of  practice  of  your  specialty  in 
your  community.  You  are  not  held  to  the 
standards  of  academics  or  practitioners  from  the 
large  metropolitan  medical  centers.  You  are  not 
liable  for  poor  results  unless  there  is  a mean- 
ingful deviation.  You  are  not  going  to  be  punished 
merely  because  you  are  not  certified. 

Because  standard  of  care  is  so  important  and 
because  of  the  locality  rules,  and  because  a party 
may  not  be  able  to  find  a physician  who  practices 
in  your  community  who  will  testify  in  a manner 
satisfactory  to  him,  he  may  try  various 
approaches  to  have  you  qualify  his  out-of-town 
expert. 

It  is  possible  to  have  a case  against  you  sum- 
marily dismissed  if  the  plaintiff,  after  reasonable 
investigation,  is  unable  to  obtain  an  expert 
opinion  from  a properly  qualified  physician.  We 
recently  obtained  a summary  judgment  in  two 
cases  where,  after  a number  of  years  of  litigation, 
the  plaintiff s only  expert  opinion  was  from  a 
general  practitioner  from  Malvern, 
Pennsylvania.  The  defendants  were  an 
ophthalmologist  and  a gastroenterologist.  The 
Court  ruled  that  the  plaintiff  s expert  was  not 
qualified  to  provide  an  expert  opinion  in  these 
cases.  Summary  judgment  was  granted  because 
the  plaintiff  had  ample  time  to  find  a qualified 
expert  to  render  an  opinion  and  failed  to  do  so. 

Remember,  the  burden  of  proof  is  always  on  the 
plaintiff  to  prove  his  case;  and  the  law  requires, 
in  medical  malpractice  cases,  that  the  plaintiff 
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prove  a breach  of  the  standard  of  care  by  expert 
testimony. 

I have  seen  parties  attempt  to  have  a local 
physician  qualify  an  out-of-town  proposed  expert 
by  asking  such  questions  at  a deposition  such  as: 
“Doctor  X is  from  Baltimore.  Isn’t  the  standard 
of  care  in  Seaford  equal  to  the  standard  of  care  in 
Baltimore?  Or  isn’t  the  standard  of  care  in  ques- 
tion a national  standard?  Isn’t  your  practice  at 
least  as  good  as  that  of  other  doctors  nationally?” 

As  a preliminary  matter,  you  have  to  agree  that 
there  are  areas  of  extraordinary  medicine  at 
various  centers  of  medical  education  across  the 
country;  e.g,  there  are  two  extraordinary  eye  care 
centers  in  Philadelphia:  “The  Wills  Eye 
Hospital”  and  “The  Scheie  Eye  Institute.”  You 
would  expect  that  the  standard  of  care  would  be 
different  in  such  extraordinary  original  specialty 
areas.  The  ophthalmologists  who  practice  in 
Wilmington,  Seaford  or  Dover  should  not  be 
judged  by  the  standard  of  Philadelphia. 

Be  careful  that  pride  does  not  lead  you  to 
equate  the  standard  of  care  in  your  community 
with  the  standard  of  care  at  some  metropolitan 
medical  teaching  center.  The  most  usual  and 
usually  correct  answer  is  that  you  are  familiar 
with  the  standard  of  care  in  the  community  or 
communities  which  you  practice  in  and  not  in 
other  places. 

Be  careful  to  spot  questions  that  will  require 
you  to  buy  into  a standard  of  care  in  another 
locale.  If  you’re  not  practicing  there,  chances  are 
that  you  do  not  know  what  the  standard  is  in  that 
locale.  Don’t  be  embarrassed  to  say  so. 

Be  careful  for  questions  put  another  way.  You 
are  nationally  boarded.  Does  that  mean  there  is 
a national  standard  of  care?  No.  It  means  you 
have  passed  a test.  . . one  that  is  not  related  to 
local  standards  of  care. 

If  a lawyer  asks  you  about  the  standard  of  care 
in  Philadelphia  or  New  York  or  Minnesota,  you 
should  be  aware  that  the  local  doctors  probably 
agree  with  your  assessment  of  the  standard  of 
care,  but  that  the  lawyers  have  found  a physician 
in  New  York  or  Philadelphia  or  Minnesota  who 
agrees  with  his  contention. 
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We  see  with  some  frequency  the  elderly  super 
specialists  from  large  metropolitan  areas.  Some 
of  these  are  older  and  have  limited  their  practices 
because  of  age,  but  are  willing  to  appear  as 
witnesses  in  malpractice  cases.  In  some  cases,  the 
curriculum  vitae  represents  an  accumulation  of 
50  or  as  much  as  60  years  of  activity. 

It  is  important  to  examine  the  background  of 
such  individuals  to  ascertain  if  they  are  still  in 
active  practice.  How  do  practitioners  in  their  com- 
munity view  them?  Are  they  out  of  touch  with 
practice?  They  should  be  judged  on  their  present 
activity  and  not  on  the  basis  of  a 50-year  cur- 
riculum vitae.  The  use  of  such  a witness  suggests 
a number  of  things:  1 ) that  no  local  witness  could 
be  found  to  support  plaintiffs  theory;  2)  that  no 
active  practitioner  could  be  found  to  support  that 
theory;  and  3)  that  plaintiff s theory  is,  therefore, 
suspect. 

3.  Take  steps  which  will  allow  you  to  present 
your  conduct  in  its  best  light. 

In  the  course  of  your  practice,  there  are  substan- 
tial steps  that  you  can  take  to  show  your  conduct 
in  its  best  light  without  regard  to  litigation.  Once 
litigation  is  initiated,  thoughtful  preparation 
will  allow  you  to  present  your  conduct  in  its  best 
light. 

Patients  sue  for  a variety  of  reasons.  On  occa- 
sion, a legitimate  error  occurs.  Suit  is  justified 
and  should  be  settled  on  a fair  basis.  Every  effort 
is  made  to  accomplish  settlement  in  such  cases. 

In  other  cases  patients  who  become  disen- 
chanted with  their  physician  or  who  have  less 
than  a satisfactory  result  or  who  felt  they  were 
promised  more  are  likely  to  resort  to  legal  action. 

It  is  important  that  patients  understand  that 
doctors  treat,  and  God  cures.  It  happens  that  with 
the  best  quality  care,  sometimes  the  patient  does 
not  have  a good  result. 

Is  it  possible  to  avoid  litigation  by  presenting 
your  conduct  in  its  best  light?  Many  of  us  believe 
it  is.  There  is,  after  all,  a common  bond  between 
physician  and  patient.  Both  are  committed  to 
returning  the  patient  to  good  health.  There  are 
steps  that  can  be  taken  to  foster  that  relationship, 
that  alliance. 


PURELY  REFRESHING. 


Imagine  the  best  cup  ot  water 
you've  ever  fasted  Fresh,  cold  and  pure 
Now  imagine  having  it  everyday  a*  your 
convenience  without  worrying  about 
service  costs,  installation  or  maintenance 
Sound  good7  Give  us  a call  today 

OUR  BOTTLED  WATER  SERVICE  FEATURES 


> Mountain  Spring 
Water.  Hot  or  Cold 

> A variety  of  dis- 
pensers to  fit  your 
needs 


* No  service  costs 
► New  filter  design 
for  healthier  wafer 
» No  plumbing 
required 


FIRST  MONTH'S  COOLER  RENTAL 

FREE 

when  you  mention  seeing  this  ad 

TAKE-ABBEAKi 

' (302)  658-8571 

413  Eighth  Ave.  • Wilmington,  DE  19805 


It  is  important  that  the  patient  be  treated  as  an 
individual  who  looks  to  you  for  help  by  you  and 
by  your  staff.  You  should  be  conscious  that  a sick 
or  injured  patient  is  frequently  afraid.  You  should 
work  actively  to  try  to  reduce  the  fear  of  both  the 
disease  or  injury  and  the  fear  of  treatments. 

The  patient  is  not  a person  who  interferes  with 
your  investments,  your  golf  game  or  your  free 
time. 

In  our  experience,  doctor-patient  relationship 
is  usually  a significant  factor  in  the  decision  to 
sue  or  not  to  sue.  This  is  not  always  true,  but  is 
a fairly  dependable  statement.  One  of  the  excep- 
tions is  when  multiple  doctors  are  involved  and 
you  get  swept  in  with  the  others.  Generally,  if  you 
maintain  a friendly,  concerned  attitude  towards 
your  patient,  he  or  she  is  going  to  be  inclined 
toward  not  suing  you.  And  even  if  you  are  includ- 
ed with  other  physicians,  you  are  going  to  get 
significant  help  from  the  patient  that  likes  you. 

Recently,  I represented  an  orthopedic  surgeon 
who  was  called  in  on  an  automobile  accident  case 
by  the  two  general  surgeons  who  were  the 
primary  treating  physicians. 
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The  lady  who  was  injured  liked  the  orthopedic 
physician  very  much.  Her  lawyers  insisted  he  be 
added  as  a party  to  the  Complaint.  We  have  a 
practice  of  trying  to  get  a quick  deposition  in 
selected  cases.  . . . get  the  Plaintiff  on  record, 
make  her  take  position  before  he  or  she  sees  all 
the  playing  cards.  It  frequently  can  give  you  a sta- 
tionary rather  than  a moving  target. 

We  took  this  lady’s  deposition  right  out  of  the 
box  - before  interrogatories  could  be  answered. 
She  met  her  lawyer  at  my  office.  During  the 
course  of  the  deposition,  she  stated  she  had  no 
complaint  with  the  doctor’s  treatment.  Indeed, 
not  only  did  he  treat  her  injured  leg  properly,  he 
improved  the  condition  of  her  other  leg  which  was 
congenitally  deformed. 

His  kind  and  compassionate  care  were  impor- 
tant factors  that  led  her  to  view  him  favorably 
and,  therefore,  to  testify  favorably  on  his  behalf. 
That  case  was  dismissed  as  to  him. 

Try  to  be  cautious  in  evaluating  the  prospects 
of  treatment  or  surgery.  There  is  plenty  of  time 
for  crowing  when  there  is  a good  result.  En- 
courage the  patient  to  talk  to  you.  If  there’s  a poor 
result,  don’t  be  hard  to  reach  or  evasive. 

Realize  that  patients  who  come  to  you  for  treat- 
ment may  well  be  in  a high  state  of  excitation 
because  of  fear  or  anxiety  or  because  of  high  ex- 
pectation that  their  lives  are  going  to  be 
improved. 

Within  the  last  24  months,  a plastic  surgeon 
got  himself  sued  over  a tummy-tuck  procedure. 
He  did  nothing  wrong.  He  gave  his  client  an  ex- 
cellent informed  consent.  He  reported  in  his  notes 
that  he  gave  the  informed  consent.  He  did  not 
write  down  what  he  told  her.  She  was  so  excited 
about  the  prospects  of  the  surgery  that  she 
literally  did  not  hear  a word  he  said.  Her  com- 
plaint finally  boiled  down  to  her  disappointment 
that  the  surgical  marks  could  be  seen  when  she 
wore  bikini  panties.  It  is  important  to  try  to  make 
sure  that  the  patient  understands  the  informa- 
tion given.  This  lady’s  problem  was  that  she  was 
so  excited  about  the  surgery,  that  she  took  little 
note  of  what  was  said  to  her  and  what  she  could 
expect.  Later  she  became  sure  more  was 
promised. 


One  of  the  things  that  can  cause  a problem  is 
not  to  respond  to  patient’s  calls  or  requests  for 
office  time  especially  after  a poor  result  situation. 
I have  never  seen  a real  case  ofpatient  abandon- 
ment. I have  seen  cases  where  the  patient  felt 
abandoned.  Cases  where  the  physician  did  a 
procedure,  and  then  took  off  for  three  days 
without  coverage.  That’s  wrong!  In  any  case,  the 
doctor  may  have  done  nothing  wrong  and  the 
patient  suffered  no  injury,  but  the  patient  gets 
upset  because  the  physician  was  not  accessible. 
Be  accessible  not  only  to  the  patient,  but  also  to 
his  family.  The  family  can  often  influence  the 
actions  of  the  patient  regarding  both  health  care 
and  the  decision  to  bring  suit. 

Most  people  love  their  doctors.  They  are  flat- 
tered when  they  can  talk  to  you.  That  affection 
can  turn  to  discontent  if  the  patient  finds  you  are 
not  accessible  or  not  sympathetic. 

We  were  involved  in  a case  where  the  physician 
diagnosed  a patient  as  having  terminal  cancer. 
The  patient  told  the  doctor  he  was  going  to  get 
a second  opinion.  The  doctor  then  offended  the 
patient  by  the  manner  in  which  he  told  the 
patient  that  “a  second  opinion  would  be  useless. 
You’ve  got  terminal  cancer.  You’re  going  to  die. 
What  the  hell’s  the  use  of  a second  opinion?”  I 
believe  the  lawsuit  was  filed  mainly,  if  not  solely, 
because  of  this  remark.  When  we  took  the 
patient’s  deposition  in  the  hospital  room,  there 
was  not  a dry  eye  in  the  room  as  this  poor  fellow 
told  of  his  doctor’s  comment.  Medically,  the 
doctor  was  100%  right,  but  I think  ethically, 
morally  and  legally,  he  created  a problem  for 
himself. 

Even  the  court  reporter,  who  is  required  to  be 
unbiased,  cursed  the  doctor  - not  because  of  poor 
medicine,  but  for  the  boorish,  stupid  comment. 
The  case  was  dismissed  without  payment,  but 
only  because  no  hook  could  be  found  on  which  to 
hang  a judgment. 

The  fact  is  that  doctor  is  a good  doctor.  He  loves 
his  patients,  but  he  got  careless;  and  his  frustra- 
tion over  not  being  able  to  help  the  patient  caused 
his  mouth  to  slip  into  third  gear  while  his  brain 
was  in  neutral. 
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4.  Think  ahead  of  time  about  the  possibility  of  be- 
ing sued  and  what  to  do  if  you  are  sued.  Like  a 
fire  drill  - you  may  never  be  confronted  with  the 
real  thing;  but  if  you  are,  you  will  be  better 
prepared  to  deal  with  it. 

First,  let  me  talk  a little  about  the  law  which 
governs  medical  malpractice  litigation.  Since  the 
beginning  of  the  1970s,  we  have  seen  a changing 
legal  climate  for  health  care  providers.  Delaware 
doctors,  shocked  by  the  size  of  verdicts,  especially 
in  the  metropolitan  areas  of  our  country,  began 
to  demand  and  purchase  high  malpractice 
coverage. 

Verdicts  for  settlements  locally  were  on  the 
increase.  The  mid-1970s  crises  led  to  the  1976 
adoption  by  the  General  Assembly  of  the  Health 
Care  Malpractice  Insurance  and  Litigation  Act. 
That  Act  gave  us  in  Delaware  one  of  the  most 
favorable  malpractice  litigation  statutes  in  the 
country. 

1.  It  required  expert  witness  testimony  in 
almost  all  cases. 

2.  It  put  in  place  a screening  panel  mechanism. 

3.  It  adopted  an  extremely  favorable  statute  of 
limitations. 

4.  It  put  caps  on  attorneys’  fees  in  malpractice 
cases. 

5.  It  allowed  evidence  of  public  collateral 
source  payments  to  be  introduced. 

6.  It  provided  for  time  payments. 

In  the  past  five  years,  we  in  Delaware  are  seeing 
a new  wave  of  conservatism  from  juries.  In  fact, 
across  the  country  medical  malpractice  claims 
are  down.  As  a result  of  improved  claim  practices, 
seminars  such  as  this,  and  a consciousness  of  the 
malpractice  problem,  we  begin  to  see  an  improve- 
ment in  the  climate.  But  this  doesn’t  mean  you 
won’t  ever  be  sued.  If  you  are,  the  first  thing  to 
remember  is  to  use  common  sense.  If  you  are 
sued,  don’t  go  off  half-cocked.  I think  everyone 
knows  that  you  don’t  call  the  plaintiff  s lawyer  or 
the  plaintiff  and  cuss  them  out. 

The  first  thing  to  do  is  to  gather  together  all 
information  available  to  you  and  review  it. 


4 Doctor,  I really 
want  to  go  back  to 
work  but  I’m  afraid 
I can’t  handle  it.9 


What  can  you  do  for  a patient 
who  is  unable  to  return  to  work 
because  of  injury  or  illness? 

You  can  refer  your  patient  to  the 
Work  Hardening  Program  at 
the  Delaware  Curative  Workshop. 


■A.  DELAWARE 
V'CLRATIVE 

~ % WORKSHOP 

(302)  656-2521  *1600  Washington  Street*  Wilmington,  DE  19802 


Establish  a separate  legal  file.  Keep  your  medical 
records  secure  but  establish  a legal  file.  No  one 
but  you  and  your  attorney  should  ever  see  that 
file.  All  communications  to  your  carrier  and  to 
your  lawyer  go  in  there. 

As  soon  as  suit  papers  are  put  in  your  hand, 
write  on  the  complaint  the  date  and  time  of  ser- 
vice. Contact  your  lawyer  if  one  has  been  ap- 
pointed. If  not,  call  your  carrier.  Tell  them  about 
the  suit  and  find  out  when  an  attorney  will  con- 
tact you  so  that  you  can  set  aside  the  time  to  see 
him.  You  must  also,  early  on,  determine  exactly 
what  your  coverage  is.  Many  of  you  have  probably 
had  more  than  one  carrier  in  the  past  few  years. 
Many  malpractice  cases  concern  treatment  over 
a period  of  time  and  more  than  one  carrier  may 
be  involved.  Sit  down  with  your  lawyer  and  deter- 
mine what  carriers  may  be  involved,  the  amount 
of  coverage,  whether  there  is  any  deductible,  and 
whether  there  is  any  excess  coverage.  An  implicit 
message  here  is  - keep  all  of  the  various  policies 
you  have  accumulated  over  the  years. 
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Once  the  carrier  has  hired  an  attorney  to  repre- 
sent you,  you  should  be  aware  that  his  duty  is  to 
you,  not  to  the  carrier.  You  should  be  candid  and 
open  with  him.  It  is  helpful  if  you  have  reviewed 
the  file  before  you  meet  with  the  attorney. 

It  is  very  important  to  teach  your  lawyer  the 
medicine  involved  as  early  as  possible.  The  plain- 
tiff is  going  to  try  to  get  you  to  take  positions  from 
which  you  cannot  retreat  early  as  possible.  You 
will  try  to  do  the  same  to  plaintiff. 

The  depositions  are  the  beginning  of  the  road 
that  you  will  travel.  Normally,  all  parties,  fact 
witnesses  and  designated  experts  will  be 
deposed.  A deposition  is  an  integral  part  of  both 
sides’  discovery  process.  The  transcripts  are  used 
extensively  in  many  pre-trial  defense  motions  for 
summary  judgment  - such  as  a motion  based  on 
a statute  of  limitation  defense.  The  experts  are 
usually  the  last  to  be  deposed.  Anyway,  by  that 
time,  the  medical  records  and  other  facts  have 
been  established. 

It  may  be  important  in  some  cases  for  you  to  be 
available  to  attend  the  depositions  of  the  plain- 
tiff s or  other  witnesses,  especially  the  plaintiff  s 
expert.  Witnesses  and  plaintiffs  may  be  more 
restrained  and  more  factual  in  their  testimony  if 
you  are  present.  Also,  with  respect  to  experts, 
your  attorneys  may  need  your  expertise  for  his 
examination.  You  may  have  to  explain  to  your 
attorney  some  of  the  technical  aspects  of  the 
testimony. 

How  a deposition  is  conducted  - what  to  expect, 
how  to  respond. 

A deposition  is  conducted  before  a court 
reporter  who  will  produce  a transcript  of  the 
testimony.  The  deponent  is  under  oath  just  as  in 
Court.  The  plaintiff  s attorney  will  question  you 
first  and  the  co-defendant’s  counsel  may  also  ask 
questions.  Since  the  deposition  is  used  primari- 
ly to  establish  facts,  often  your  attorney,  who  will 
know  your  side  of  the  story  before  the  deposition, 
will  frequently  not  ask  many  or  any  questions. 
Usually,  we  will  just  try  to  make  sure  answers  to 
previous  questions  are  clear  and  accurate. 


A deposition  is  usually  conducted  in  an  office 
outside  of  the  Courthouse  - most  likely  in  the 
other  side’s  law  offices. 

Never  go  to  a deposition  directly  from  your 
office.  Meet  your  lawyer  beforehand,  and  make 
sure  you  take  nothing  into  the  deposition  room 
that  your  attorney  does  not  tell  you  to  take.  If  you 
take  a brief  bag  or  a medical  records  file  with  you, 
your  lawyer  must  inspect  it  before  you  leave  his 
office. 

Do  not  make  notes  to  take  to  the  deposition. 
The  other  side  will  have  the  right  to  review  any 
document  which  you  have  reviewed  to  prepare  for 
the  deposition. 

You  will  walk  into  the  opponent’s  office,  and 
probably  be  greeted  in  a pleasant  and  profes- 
sional manner.  Do  not  let  the  pleasantness 
disarm  you;  that  lawyer  wants  your  coverage. 

In  the  deposition  room,  you  will  be  seated  at  a 
table  with  your  lawyer.  Plaintiff  and  his  attorney 
will  sit  across  the  table  from  you.  A court  reporter 
with  a stenograph  machine  will  sit  between  you. 
Once  the  deposition  begins,  you  will  not  be 
permitted  to  consult  with  your  attorney. 

You  should  listen  to  the  questions.  Pause  to  give 
your  attorney  an  opportunity  to  object.  If  he  does 
not  object,  answer  the  question. 

Your  answer  must  be: 

1.  Truthful; 

2.  Short; 

3.  Responsive. 

The  plaintiff  s objective  is  to  get  as  much  infor- 
mation as  he  can  from  you.  Your  objective  is  to 
give  as  little  as  possible  while  answering 
truthfully. 

The  principal  rules  for  a party  who  is  to  be 
deposed  are: 

1.  Be  prepared; 

2.  Be  prepared; 

3.  Be  prepared. 

Plaintiff  will  attempt  to  have  you  put  stakes  in 
the  ground  - once  he  does  that,  he  can  shop  the 
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world  to  find  an  expert  who  will  disagree  with 
you.  Your  only  weapon  is  the  truth  - it  is  power- 
ful. Tell  the  truth  - don’t  guess  or  speculate  . . . 
know  the  facts.  Prepare  well  with  your  attorney. 
This  will  include  going  over  your  medical  records 
and  all  the  other  medical  records,  including 
hospital  records,  operative  notes,  lab  reports,  etc., 
relating  to  the  plaintiff. 

Your  records  are  your  best  friend  in  litigation. 
They  represent  objective  observations  made  at  a 
time  when  litigation  was  not  contemplated.  They 
reflect  the  truth  and  not  an  adversarial  position. 
In  this  same  vein  you  should  always  document  a 
missed  or  cancelled  appointment.  This  lets  you 
follow  exactly  the  patient’s  course  of  treatment 
and  also  could  be  an  important  factor  if  a suit  is 
filed.  That  is,  you  can’t  negligently  treat  a patient 
who  does  not  show  up  for  his  or  her  appointments. 
Also,  be  sure  to  document  any  and  all  post- 
treatment or  post-hospitalization  instructions. 
Even  the  most  obvious  should  be  recorded  if 
possible. 

It  is  also  important  to  document  the  “informed 
consent”  information.  Make  sure  you  and  not 
your  staff  explain  proposed  treatment  or  pro- 
cedures. Don’t  leave  it  up  to  the  hospital  to  obtain 
the  consent.  I have  seen  a number  of  cases  where 
the  patient  in  a subsequent  lawsuit  claims  he  or 
she  never  really  knew  what  was  going  on  and  the 
only  counter  to  that  is  the  doctor’s  statement  that 
he  must  have  explained  the  situation  because  he 
always  does.  I think  your  records  should  show 
more  than  “Explained  procedure  to  patient.” 
Document  what  you  actually  say  to  the  patient. 

You  should  also  document  telephone  calls  from 
the  patient.  Note  in  your  records  that  advice  or 
prescriptions  were  given  over  the  telephone.  I 
have  seen  cases  where  a physician’s  office  record 
is  unclear  as  to  whether  a certain  note  was  made 
at  a patient’s  visit  or  from  a telephone  conversa- 
tion with  a patient. 

While  it  is  desirable  for  all  tests  to  be  recorded 
in  records,  this  is  not  critical.  If  you  did  a test  or 
tests  and  they  are  not  recorded,  say  so.  Don’t  try 
to  fudge  it.  You  have  a good  medical  education, 
you  have  practiced  successfully,  the  percentages 
are  with  you.  You  know  more  than  anyone  at  the 
deposition.  You  should  be  in  a superior  position. 
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Occupational  Physician 
to  head  the 

Medical  Team  at  Plant 
Manufacturing  Synthethic  Fibers. 
Location  - Southern  Delaware, 
Between  Atlantic  Beaches  and 
Chesapeake  Bay 
Full-time  Position  as 
Medical  Supervisor 
with  excellent  working  conditions, 
Superb  support  staff, 
smoothly  running  department 
handling  whole  range  of  occupational 
medical  problems. 

Will  consider  occupational 
physician  or  generalist 
with  appropriate  background. 
Comprehensive  range  of  benefits 
paid  CME,  other  advantages, 
confidentiality  of  inquirers  assured. 
Send  reply  and  CV  to: 

Richard  Sames 

E.I.  DuPont  De  Nemours  & Co.,  Inc. 
400  Woodland  Road 
Seaford,  DE  19973 


The  plaintiff  will  take  that  deposition  and  look 
for  inconsistencies.  He  will  try  to  get  you  to  say 
something  inconsistent  with  the  medical  notes. 
Before  you  respond  to  a question,  be  sure  you 
listen  to  the  whole  question  and  be  sure  you 
understand  it.  If  your  attorney  objects,  don’t 
answer  the  question  until  the  grounds  for  the  ob- 
jection are  explained  and  your  attorney  tells  you 
to  respond.  Also,  listen  carefully  to  the  stated 
grounds  for  the  objection.  Respond  only  to  the 
question  asked,  and  avoid  arguments  with  plain- 
tiff s attorney.  You  are  allowed  to  offer  an  ex- 
planation to  an  unfair  yes  or  no  question. 

Your  deposition  is  used  by  the  plaintiff,  not  only 
to  discover  facts,  but  also  to  nail  down  your 
testimony.  You  can  be  certain  that  if,  at  trial,  your 
testimony  is  different  on  any  material  point,  your 
deposition  testimony  on  that  point  will  be  read 
to  the  jury.  It  doesn’t  look  good  to  a jury  to  have 
your  testimony  change.  The  message  here  is  that 
it  is  crucial  for  you  to  spend  time  with  your  at- 
torney preparing  for  your  deposition.  You  and  he 
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must  be  comfortable  with  your  facts  and  recollec- 
tions before  the  depositions  begins. 

When  you  are  preparing  for  your  deposition, 
your  attorney  will  point  out  where  there  may  be 
problem  areas  with  your  case.  You  and  your 
attorney  must  carefully  discuss  how  you  will  deal 
with  these  if  and  when  they  come  up.  You  should 
always  testify  truthfully,  but  there  are  different 
ways  to  answer  difficult  questions.  You  must  be 
prepared  to  answer  these  types  of  questions 
before  the  deposition. 

When  the  deposition  is  concluded,  you  may 
waive  reading  and  signing  it  until  after  it  is  typed 
up,  at  which  time  you  may  insist  upon  seeing  it. 
I recommend  that  you  always  reserve  the  right 
to  read  it.  If  you  have  made  a misstatement  or  if 
the  reporter  makes  an  error,  you  can  make 
corrections  for  the  record. 

5 .How  to  avoid  some  common  pitfalls. 

First,  evaluate  your  office  practice  and  how  you 
monitor  your  staff. 

We  were  once  in  a case  where  a number  of 
doctors  were  sued.  We  represented  an  orthopedic 
surgeon  who  had,  in  fact,  finally  seemed  to 
correct  the  plaintiff s problems.  We  couldn’t 
really  figure  out  why  he  was  being  sued.  The  case 
quickly  went  to  a Malpractice  Review  Panel 
hearing.  At  the  hearing,  it  became  apparent  that 
the  plaintiff  was  completely  satisfied  with  our 
client’s  treatment  and  the  result.  It  turned  out 
that  the  reason  our  client  was  sued  was  the  plain- 
tiff felt  the  doctor’s  receptionist  had  been 
extremely  rude.  Frequently,  you  are  viewed  as 
dedicated,  overworked  and  unappreciated  by  your 
office  staff.  They  appreciate  the  fact  that  you 
work  12  - 14  hours  a day,  that  frequently  you  are 
not  paid  and  that  you  do  miracles.  It  is  not 
unusual  for  staff  people  to  take  it  upon 
themselves  to  “protect  you”  from  your  patients.  If 
you  perceive  that  occurring  - it  is  a danger.  Your 
staff  should  not  prescribe,  diagnose,  or  temporize 
with  patients.  It  may  take  more  of  your  time, 
but  in  the  long  run,  it  is  an  economy  that  will 
benefit  you. 

1016 


Let  me  emphasize  that  your  staff  s actions  and 
practice  should  be  monitored  by  you.  This 
includes  your  billing  practice.  You  are  the  one 
who  will  be  subject  to  all  of  the  inconveniences, 
costs  and  liabilities  of  a lawsuit. 

You  can  expect  a lawsuit,  whether  or  not  any 
malpractice  occurred,  whenever  there  is  a 
catastrophic  bad  event  such  as  unexpected  death, 
coma,  paralysis  or  a “bad  baby.”  In  this  situation, 
you  should  try  to  tell  the  patient  and/or  relatives, 
as  best  you  can,  what  occurred,  how  and  why. 

If  you  order  certain  tests,  be  sure  they  are  done. 
And  be  sure  to  note  in  the  record  your  review  of 
the  results  and  tell  the  patient  the  results.  Make 
sure  that  consults  are  noted  and  followed  in  the 
hospital  record.  If  you  call  in  a consultant,  make 
sure  his  advice  or  treatments  are  noted  and 
followed  - or  note  in  the  record  why  the  advice  or 
recommendation  is  not  followed. 

Be  very  careful  in  the  prescription  of  any  kind 
of  drug  therapy.  No  subject  is  more  fraught  with 
danger  than  the  prescribing  of  addictive  drugs. 
Generally,  you  can  safely  prescribe  drugs  follow- 
ing an  examination.  But  you’ve  got  to  be  careful 
with  patients  who  need  narcotics  or  other  addic- 
tive drugs.  That’s  a dead  end  street.  The  people 
who  become  dependent  use  drugs  in  ever  increas- 
ing quantities.  It’s  only  a matter  of  time  until  you 
have  to  say  no  or  get  yourself  in  trouble.  That 
situation  can  lead  to  litigation.  We  represented 
a very  successful  internist  who  was  sued  by  a 
patient  addict  when  he  refused  to  continue 
narcotics  prescription.  The  case  was  successfully 
defended,  but  not  without  the  discomfort  that 
always  accompanies  being  sued. 

Remember  that  prescription  of  drugs  are 
potential  sources  of  injury.  1)  Do  not  carelessly 
over  prescribe.  2)  Be  careful  not  to  permit  refills 
too  close  together  or  over  a long  period  of  time.  3) 
Warn  when  dangerous  drugs  are  prescribed. 

You  don’t  want  somebody  criticizing  your 
prescription  policies  after  a suicide  or  bad 
accident. 

Let  me  emphasize  that  under  no  circumstances 
change  medical  records.  In  today’s  world  of  high 
technology,  you  should  be  aware  that  inks  and 
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paper  can  be  dated  very  accurately.  In  fact,  today, 
most  inks  contain  chemical  markers  which  show 
the  date  of  the  manufacture  of  the  ink. 

If  you  are  sued  and  you  see  a problem  in  your 
records,  you  are  much  better  off  offering  a ra- 
tional, reasonable  explanation  for  the  problem 
than  being  detected  altering  a record. 

Whether  at  a deposition  or  in  court,  always  be 
the  consummate  professional.  Don’t  be  angry. 
When  you  get  angry,  that  interferes  with  your 
ability  to  think  and  act  well.  The  injured  plain- 
tiff was  once  your  patient.  There  is  nothing  wrong 
with  feeling  sympathy  that  he  or  she  is  sick  or  in- 
jured while  stating  you  have  done  nothing  wrong. 

Remember,  every  word  you  say  is  recorded. 
Don’t  be  flip,  sarcastic,  mean  or  vindictive. 

If  for  any  reason  you  must  terminate  the  physi- 
cian/patient relationship,  you  should  do  the 
following: 

1.  Notify  the  patient  in  writing  by  return 
receipt  mail. 

2.  Provide  the  patient  with  a reason  for  the 
termination. 

3.  Continue  as  the  patient’s  treating  physician 
for  a reasonable  period  of  time,  such  as  30  days, 
during  which  the  patient  can  retain  the  services 
of  another  physician. 

4.  State  clearly  the  date  on  which  the  termina- 
tion will  become  effective. 

5.  Describe  sources,  such  as  the  Medical  Socie- 
ty, which  will  aid  in  identifying  other  physicians 
of  like  specialty.  This  should  include  an  offer  to 
recommend  other  physicians  from  which  the  pa- 
tient may  choose. 

6.  Offer  to  transfer  records  to  the  new  physician 
upon  receipt  of  a signed  authorization  to  do  so. 

7.  Offer  to  see  the  patient  in  cases  of  emergen- 
cy within  the  stated  period. 

8.  Include  all  of  the  above  in  the  letter  notify- 
ing the  patient  of  termination. 

No  matter  how  careful  you  are,  some  of  you  will 
be  sued.  But  if  you  and  your  staff  maintain  good 
relationships  with  your  patients  and  keep  careful 
and  complete  records,  many  potential  suits  can 
be  avoided. 
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YOCON 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug . Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon s is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.1'2  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally. 1 3 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. 1 '3'4  1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  'h  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocon"  1/12  gr.  5.4  mg  in 


bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 


53159-001-10. 
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AVAILABLE  AT  PHARMACIES  NATIONWIDE 


YOCOW" 

’rOHIMBJNB  HYDWOCMU3IW* 
1000  TABLETS 


PALISADES 

PHARMACEUTICALS,  INC. 

219  County  Road 
Tenafly,  New  Jersey  07670 

(201)  569-8502 
1-800-237-9083 


ii'iHuges, 

greater  sensitivity  for 
Breast  Imaging... 


at  today’s 

Wilmington  Hospital. 


With  our  newly  enlarged 
and  renovated  facility. ..with 
the  utmost  in  new  low-dosage 
screening  and  diagnostic  imaging 
equipment... with  17  board  certi- 
fied radiologists... with  a profes- 
sional Medical  Center  of  Delaware 
staff  thoroughly  trained  and  ex- 
perienced in  mammography, 
Wilmington  Hospital’s  mammog- 
raphy service  has  assembled  all 
the  elements  to  assure  your  pa- 
tients the  finest,  most  sensitive 


professional  care  available. 

Our  downtown  Wilmington 
location,  with  free  valet  parking, 
provides  convenient,  easy  access 
as  well. 

After  they  arrive,  your  pa- 
tients will  appreciate  the  privacy 
and  comfort  of  this  separate  area 
of  our  Radiology  Department. 
Experienced  professionals  pro- 
vide prompt  and  courteous  at- 
tention. Our  intent  is  to  offer  the 
safest,  most  accurate  mammograms 


possible  in  a professional  and  car- 
ing environment --just  what  you 
expect  for  your  patients. 

Call  428-2251  to  schedule 
mammograms,  or  come  see  first- 
hand why  you  should  refer  your 
patients  to  today’s  Wilmington 
Hospital.  The  Medical  Center 
of  Delaware  welcomes  your  refer- 
rals for  this  important  means  of 
early  breast  cancer  detection,  and 
looks  forward  to  a strong  work 
ing  partnership. 


Wilmington  Hospital 

MEDICAL  CENTER  OF  DELAWARE 
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SPECIAL  REPORT 


PRO  Quality  Intervention  Plan  (QIP) 


Brett  Elliott,  M.D. 


Despite  objections  from  the  AMA,  HCFA  is 
requiring  all  54  PROs  to  implement  the 
provisions  of  the  Quality  Intervention  Plan  (QIP). 
This  program  is  intended  to  provide  for  the 
identification  and  monitoring  of  “quality 
problems,”  and  to  profile  providers  involved  in 
“confirmed  quality  problems.”  (Quotes  are  mine.) 
Once  a quality  problem  has  been  confirmed,  it  is 
assigned  a weight  by  a PRO  physician  based  upon 
the  degree  of  harm  or  potential  for  harm  to  the 
patient  according  to  a three-level  severity  index. 


Brett  Elliott,  M.D.,  is  a practicing  ophthalmologist  with  offices  in  Milford  and 
Dover,  and  is  the  Delaware  Trustee  on  the  Board  of  the  West  Virginia  Medical 
Institute. 

Reprinted  from  MSD  News,  vol.  27,  no.  4,  April  1990. 


Level  1: 

Medical  mismanagement  not  in  accordance 
with  accepted  medical  practice  but  without  the 
potential  for  significant  adverse  effects  on  the  pa- 
tient (1  point).  An  example  of  a Level  1 quality 
problem  would  be  a patient  with  mildly  abnor- 
mal laboratory  findings  who  is  discharged 
without  adequate  documentation,  evaluation 
and/or  appropriate  plans  for  follow-up  (e.g,  repeat 
laboratory  test,  outpatient  workup). 

Level  2: 

Medical  mismanagement  not  in  accordance 
with  accepted  medical  practice  and  with  the 
potential  for  significant  adverse  effects  on  the  pa- 
tient (prolongation  of  illness  - 3 points;  death  or 
permanent  injury  - 5 points).  An  example  of  a 
Level  2 quality  problem  would  be  appropriate 
monitoring  and  timely  recognition/treatment  of 
potentially  life-threatening  arrhythmias  which 
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is  not  provided  for  a patient  with  acute  myocar- 
dial infarction,  but  where  no  significant  harm 
results. 

Level  3: 

Medical  mismanagement  not  in  accordance 
with  accepted  medical  practice  and  with  signifi- 
cant adverse  effects  on  the  patient  (prolongation 
of  illness  - 15  points;  death  or  permanent  injury 
- 25  points).  An  example  of  a Level  3 quality  prob- 
lem would  be  appropriate  monitoring  and  time- 
ly recognition/treatment  of  potentially  life- 
threatening  arrhythmias  not  provided  for  a pa- 
tient with  acute  myocardial  infarction,  and 
where  significant  harm  results  (e.g.,  prolonged 
hospitalization,  cardiac  arrest,  death). 

Quarterly  profiles  are  kept  on  providers,  and 
when  the  weighted  score  for  a quarter  is  > 3 the 
PRO  must  initiate  corrective  action.  The  QIP 
trigger  and  intervention  levels  are  as  follows: 

3:  Notification 

10:  Educational  efforts 


15:  Intensified  review 
20:  Other  interventions 
25:  Consideration  of  coordination  with  licen- 
sing and  certification  bodies,  and  con- 
sideration of  sanction  proceedings. 

The  PRO  is  prohibited  from  automatically  im- 
posing the  most  severe  interventions;  rather  it 
must  exercise  flexibility  in  determining  what  is 
appropriate  for  a specific  case. 

Because  of  this  program  and  other  HCFA  man- 
dated PRO  reporting  requirements,  chart 
documentation  is  important.  If  you  receive  a 
notification  from  the  PRO  questioning  patient 
care,  it  is  important  to  respond.  Speak  to  the 
reviewing  physician,  and  if  the  original  decision 
is  upheld,  appeal  it  when  indicated.  Some  due 
process  is  built  into  the  system,  but  if  you  do  not 
question  a PRO  decision,  your  silence  is  gen- 
erally construed  as  agreement  with  their  deter- 
mination, and  a quality  of  care  issue  which  may 
not  exist  will  go  into  the  PRO  computer  as 
confirmed. 


Practice  Made  Perfect. 


We  can  help.  It  you're  ready  to  start  your  own  practice,  or 
expand  the  one  you  have,  talk  to  us.  We'll  take  good  care  of 
you  with  our  friendly  financial  expertise  and  wide  range  of 
services.  We've  had  1 28  years  of  practice  ourselves  — let  us 
help  you  with  yours. 


V ARTISANS' 

Ik.  savings  bank  “ker 

U | j THE  BANK  YOU  CAN  TALK  TO! 


WILMINGTON  658-6881 
KENT  COUNTY  674-3920 


THE  BANK  YOU  CAN  TALK  TO! 

9th  & Tatnall  Sts.  • Concord  Mall  • Dover  • Midway  • Polly  Drummond  & Graylyn  Shopping  Centers 
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The  Science  Alliance 


The  Science  Alliance  is  a non-profit  organiza- 
tion of  scientists,  technically  trained  persons, 
administrators  and  faculty  of  public  and  private 
schools,  university  faculty,  staffs  of  museums  and 
nature  centers,  and  other  interested  people  who 
are  trying  to  form  a partnership  with  educators 
to  improve  the  quality  of  precollege  education  in 
science,  math  and  technology  in  the  Delaware 
area. 

Its  basic  idea  is  to  get  the  resource  people  or 
volunteers  and  educators  to  work  toward  the  long 
range  goal  of  a more  scientifically  literate  society. 
Because  science  is  a general  human  experience, 
we  are  trying  to  form  a broad  base  of  volunteers 
to  meet  incoming  requests  from  educators. 
Requests  may  include: 

• giving  science  demonstrations  or  presenta- 
tions in  the  classroom  for  students 

• developing  hands-on  experiments  for  use  in 
the  classroom 

• conducting  in-service  workshops  for 
teachers 

• tutoring  students 


• acting  as  a mentor  for  student  research 
projects 

• serving  as  a role  model 

• helping  with  science  olympiads 

• judging  science  fair  projects 

• compling  science  ideas  for  different 
curriculum  objectives 

• making  a catalog  of  available  resource 
materials  and  supplies 

• providing  supplies  for  simple  experiments 

• becoming  a science  pen-pal  through  a 
program  called  “Science  by  Mail” 

• serving  as  a partner/science  resource  person 
for  a specific  school 

• monitoring  and  lobbying  for  educational 
legislation  that  will  improve  the  science, 
math  and  technology  education. 

The  potential  impact  of  the  Science  Alliance  is 
far-reaching,  in  all  areas  of  the  community: 
educators,  students,  parents,  volunteers  from  all 
walks  of  life.  We  hope  you  will  join  in  our  effort. 
For  further  information,  call  Terry  Shaw  at  (302) 
695-3956(W)  or  (302)  998-5159(H). 


TOUGH  CHOICES? 

Your  decision  in  choosing  your  medical  equipment  supplier 
depends  on  priorities.  At  71/7 tfevTlclVtj  our  number  one 
priority  is  your  patient.  ^From  daily  living  to  their  most 
specialized  needs. . .you  can  depend  on  us.  At 
we’re  finding  products  for  the  patient . . . not  ^patients  for 
the  product. 

•IV  Equipment*  Apnea  Monitors*  Ventilator  Programs ‘Oxygen 

Showroom  Old  Baltimore  Pike  Ind  Pk 
83  Albe  Dr.,  Newark,  DE  19702 

Call  the  CARE  LINE  302  • 368  • 5300 
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at  THE  OMEGA  CARDIOGRAPHIC  LAI 


A Complete  Diagnostic  Non-Invasive 
Laboratory  Offering: 

■ Treadmill  Exercise  Stress  Testing 

■ 24  Hour  Holter  Monitoring 

■ Electrocardiograms 

■ 30  Day  Transient  Arrhythmia  Detectioi 

■ Trans-Telephonic  Pacemaker  Evaluatio 


■ Color  Doppler  Echocardiography 

■ Echocardiography 

Two  Dimensional 
M-Mode 

■ Thallium  201  Exercise  Testing 


OMEGA  CARDIOGRAPHIC  LAB,  INC. 

Building  G-36  / Newark,  DE  19713  / (302)  737-3700 
Omega  Professional  Center 

Monday  through  Friday  8.30  AM  to  5:00  PM  Studies  Interpreted  by:  Christopher  H.  Wendel,  M.D.,  F.A.C. 

Ehsanur  Rahman,  M.D.,  F.A.C.C. 
Christopher  A.  Bowens,  M.D.,  F.A.C. 


Editorial 


Members  of  the  Medical  Society  of  Delaware  are  invited  to  submit  material. 
Preferred  length  is  approximately  250-500  words.  For  further  information 
contact  the  Journal  office,  658-3957. 


Preservation 


It  has  been  written  that  there  is  nothing  cons- 
tant but  change.  We  see  it  all  around  us  - in  the 
international  political  institution,  in  our  environ- 
ment and  in  the  way  we  live  our  lives.  But  it  used 
to  be  that  change  was  recognized  over  decades. 
Now  it  seems  to  occur  overnight. 

In  the  few  years  that  I have  been  practicing  as 
a physician  in  Delaware,  the  changes  that  have 
occurred  have  been  dramatic.  For  those  who  have 
been  in  practice  for  a much  longer  period  of  time, 
the  change  must  be  even  more  severe.  Gone  are 
the  days  when  it  was  enough  to  be  a good  physi- 
cian and  care  for  your  patients.  The  enormity  of 
the  changes  and  the  pressures  that  have  been 
brought  to  bear  upon  us  unfortunately  seems  to 
be  irrevocable.  I find  that  my  happiest  days  are 
those  spent  in  the  hospital,  working  rounds,  do- 
ing procedures  and  spending  long  hours  in  the 
operating  room.  There  I feel  my  training  and 
skills  can  reach  their  full  expression.  Those  set- 
tings allow  us  a feeling  of  fulfillment.  While 
those  of  us  in  surgical  fields  have  elected  to  “put 
our  skills  on  the  line,”  there  is  still  medical  judg- 
ment required  and  the  fortitude  to  stand  up  to  the 
stresses  and  responsibilities.  Those  things  were 
learned  slowly  over  time,  and  only  gradually 
assimilated  into  the  final  product. 

Stephen  P.  Brutscher,  DO.,  is  a practicing  urologist  in  Wilmington  and  Chief  of 
the  Section  of  Urology  at  the  Medical  Center  of  Delaware. 


Today  the  most  difficult  part  of  practice  is  try- 
ing to  preserve  the  quality  of  care  we  wish  to  give 
our  patients  in  the  current  setting  of  increasing 
regulation  and  interference  by  non-medical 
organizations.  It  is  utterly  incredible  the  number 
of  institutions,  numbering  well  over  100,  that  can 
access  private  medical  information  on  any  pa- 
tient at  any  time.  The  authorization  to  release  in- 
formation that  patients  sign  for  medical  care 
necessarily  compromises  the  level  of  confiden- 
tiality once  enjoyed  by  all  patients. 

Although  this  is  a medically  biased  point  of 
view,  I feel  the  changes  that  have  occurred,  and 
will  continue  to  occur,  will  be  to  the  detriment  of 
the  patient,  the  physician-patient  relationship 
and  medical  care  in  general,  especially  for  the 
elderly.  While  it  can  be  said  that  the  accelerated 
care  forced  upon  us  has  allowed  an  increase  in  the 
number  of  patients  of  Medicare  age  that  are  cared 
for,  with  it  there  appears  to  be  a backlash  of 
regulations  against  providers  of  care.  It  would  be 
naive  of  us  to  think  that  the  status  quo  might  be 
preserved;  even  more  incomprehensible  that  we 
might  return  to  a better  patient-physician 
relationship. 


Stephen  P.  Brutscher,  DO. 
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A New  Clinical  Study  For  Gastric  Cancer. 


Fox  Chase  Cancer  Center  is  actively 
seeking  patients  with  primary  adenocar- 
cinoma of  the  stomach  to  participate  in  a 
multidisciplinary  clinical  study. 

This  trial,  utilizing  a combination  of 
drugs,  surgery  and  intraoperative  radio- 
therapy is  unique  to  Fox  Chase  Cancer 


disseminated  disease  are  being  sought 
Other  qualifying  factors  apply. 

Referring  physicians  will  be  informed  dui 
ing  the  time  the  patient  is  under  treatment 
at  Fox  Chase  and  will  be  encouraged  to  par 
ticipate  in  follow-up  care.  For  more  informa- 
tion on  whether  your  patient  could  benefit 
from  this  trial,  call  the 


Center. 

Patients  with  suspected  or  J A Q1h  multidisciplinary  gastroin 

documented  gastric  cancer  A-  > — si  livOi-/  testinal  cancer  center  at 

with  no  obvious  evidence  of  CANCER  CENTER  728-3096. 


DISCOVERY &HOPE 


7701  Burholme  Avenue,  Philadelphia,  PA  19111 


LETTERS  TO  THE  EDITOR 


Prescribing  Pressure 


As  Physicians  we  are  continuously  asked  to 
determine  therapeutic  options  for  patient  care. 
These  decisions  are  formulated  according  to 
particular  clinical  situations,  with  patients’ 
interest  in  mind. 

Historically,  these  decisions  rested  solely  in  the 
hands  of  physicians.  Gradually,  however,  the 
Federal  Government  as  well  as  other  extrinsic 
forces  have  abutted  upon  physicians’  rights  to 
independently  determine  patient  care.  Recently, 
one  more  entity  has  added  itself  to  this  list,  the 
pharmaceutical  industry. 

Within  recent  months  we  have  witnessed  an 
expansion  of  advertising  campaigns,  once  aimed 
at  health  care  professionals,  now  targeted  to  the 
general  public  with  aggressive  marketing 
strategies.  Their  efforts  have  not  only  included 


David  M.  Krasner,  DO.,  is  a family  physician  practicing  in  Wilmington  and  a 
member  of  the  Provisional  Staff  at  Riverside  and  St.  Francis  Hospitals  and  the 
Medical  Center  of  Delaware. 


television  and  magazine  advertisements,  but 
have  gone  as  far  as  offering  rebates  to  patients 
whose  physicians  write  for  particular  prescrip- 
tion medications.  The  obvious  intent  is  to  expand 
current  markets  by  having  patients  pressure 
physicians  to  alter  their  prescribing  practices. 

These  actions  are  frequently  excused  by 
statements  that  direct  advertising  “educates” 
the  public  to  seek  care  for  previously  ignored  con- 
ditions. Let’s  not  forget  that  they  are  advertising 
prescription  medications  that  frequently  have  a 
plethora  of  potential  adverse  effects,  and  that 
decisions  to  use  them  should  not  be  based  upon 
advertising  impressions,  but  rather  upon  the  risk 
versus  benefit  of  prescribing  a particular 
medication. 

The  medical  profession  has  a responsibility  to 
uphold  patients’  interests  and  should  voice  its 
opinion  with  its  most  powerful  instrument,  the 
pen. 

David  M.  Krasner,  D.O. 
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WANT 
TO  FEEL 
BETTER? 


Here’s  something  you  can  feel  good 
about:  our  professional  liability  coverage. 

In  the  long  run,  we  offer  5%  annual 
premium  credit  after  you  insure  with  us 
for  five  consecutive  years.  We  call  it 
Longevity  Credit. 

In  the  short  run,  taking  our  Vfe-day 
loss  control  seminar  allows  you  an 
additional  5%  annual  premium  credit. 

And  that’s  the  long  and  short  of  it.  Call  Betty  Weber  at  563-8111  if  you’d  like  a 
change  for  the  better. 


AAW  Physician  Plans,  Inc. 
Arthur  A.  Watson  & Company,  Inc. 
Financial  Action  Plans,  Inc. 
Watson  Financial  Services  Corp. 


Sthe 

WATSON 

GROUP 


225  Spring  Street 
Wethersfield,  CT  06109 
(203)  563-8111 
1 (800)  533-4539 


The  Professional's  Insurance  Professional 
Endorsed  by  the  Medical  Society  of  Delaware 


OVA 

For  A11  the  Commitments  You  Make® 


PRESIDENT  S PAGE 


William  H.  Duncan,  M.D. 
President 


Van  Lingle  Mungo 


Over  20  years  ago  a well  known  entertainer  and 
song  writer  wrote  a song  about  baseball.  He 
wanted  to  honor  the  players  of  the  game,  but  he 
wanted  his  song  to  be  different.  And  it  was.  The 
song  lasts  a little  over  three  minutes.  Except  for 
two  words,  the  entire  song  is  the  names  of 
baseball  players. 

I want  to  honor  a special  group  too.  Like  David 
Frishberg,  I want  it  to  be  a special  tribute. 

So;  Joyce,  Tita,  Goldie,  Sue,  Dorothy,  Marian, 
Amira,  Suzanne,  Rufi,  Elaine,  Jackie,  Jeni,  Mary, 
Robin,  Kathleen,  Barbara,  Ellen, Nancy,  Anna 
May,  Carole,  Jo  Ann,  Jackie,  Sue,  Jane,  Evelyn, 
Sandy  and  all  who  serve  as  officers  and  members 
of  the  State  Society  and  those  who  serve  as 
officers  and  members  of  each  of  the  county 
auxiliary  societies. 

In  the  past  year  the  Medical  Society  of  Delaware 
Auxiliary  has  been  most  active.  Much  of  this 
activity  has  centered  on  legislative  matters  at 
both  the  State  and  Federal  level  of  government. 
Their  personal  meetings  with  our  State 
legislature  and  other  elected  officials  and  their 
personal  meetings  with  our  congressional 


delegates  have  brought  positive  attention  to  our 
Society. 

Their  charitable  activities  to  benefit  the  Cancer 
Society,  AMA  ERF,  Ronald  McDonald  House, 
regional  hospitals,  nursing  scholarships,  school 
health,  United  Way,  and  drug  rehabilitation 
efforts  are  outstanding  and  bring  great  credit  and 
recognition  to  the  auxiliary  and  medicine. 

The  member  workshops  on  Stress  and  Head  and 
Spinal  Cord  Injuries  were  well  planned  and 
implemented  and  well  received  by  all  who  attend- 
ed; as  are  the  regular  State  and  County  meeting. 
And  finally,  congratulations  on  your  excellent 
“Tri-lines”  newsletter. 

From  a grateful  President  then,  and  from  the 
entire  Medical  Society  of  Delaware,  a salute  and 
heartfelt  thanks  to  the  Auxiliary  for  all  they  do 
and  for,  their  dedication  to  Medicine. 


William  H Duncan,  M.D 
President 
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AT  THE  OMEGA  CARDIOGRAPHIC  LAB 


A Complete  Diagnostic  Non-lnvasive 
Laboratory  Offering: 

■ Treadmill  Exercise  Stress  Testing 

■ 24  Hour  Holter  Monitoring 

■ Electrocardiograms 

■ 30  Day  Transient  Arrhythmia  Detectior 

■ Trans-Telephonic  Pacemaker  Evaluatior 


l Color  Doppler  Echocardiography 
* Echocardiography 

Two  Dimensional 
M-Mode 

a Thallium  201  Exercise  Testing 


OMEGA  CARDIOGRAPHIC  LAB,  IIMC. 

Building  G-36  / Newark,  DE  19713  / (302)  737-3700 
Omega  Professional  Center 

Monday  through  Friday  8.30  AM  to  5:00  PM  Studies  Interpreted  by:  Christopher  H.  Wendel, 

Ehsanur  Rahman,  M.D., 
Christopher  A.  Bowens, 


GRAND  ROUNDS 


Diagnosis  and  Non-Surgical  Treatment  of  Extrahepatic  Biliary 
Obstruction 

John  S.  Wills,  M.D. 
Ira  Lobis,  M.D. 


INTRODUCTION 

Recent  advances  in  technology  have  led  to 
dramatic  progress  in  the  management  of 
cholestatic  jaundice.  The  benefits  of  this  progress 
are  not  without  their  price.  Because  of  the 
physical  risks  of  some  procedures  and  financial 
considerations,  a logical  approach  to  the  applica- 
tion of  these  modalities  is  indicated.  The  national 
experience  with  most  diagnostic  imaging  and 
non-surgical  therapeutic  procedures  in  the 
jaundiced  patient  has  reached  relative  maturity 
in  1990.  The  over-enthusiasm  that  characteriz- 
ed our  early  experience  has  given  way  to  a more 
seasoned  and  rational  approach  based  on  com- 
parisons of  the  merits  of  the  examinations. 


Dr.  Wills  is  a Senior  Radiologist  in  the  Department  of  Radiology  at  the  Medical 
Center  of  Delaware. 

Dr.  Lobis  is  a member  of  the  Senior  Staff,  Section  of  Gastroenterology,  in  the 
Department  of  Medicine  at  the  Medical  Center  of  Delaware. 

Presented  at  Medical  Grand  Rounds  at  the  Medical  Center  of  Delaware  on 
November  2,  1989. 


CLINICAL  AND  LABORATORY  EVALUATION 

The  importance  of  the  clinical  examination  is 
underscored  by  the  statistic  that  75-90%  12  of 
patients  with  cholestatic  jaundice  can  be 
classified  as  non-obstructive  or  obstructive  based 
on  a combination  of  history,  physical  examina- 
tion, and  laboratory  studies.  Clinical  clues  to 
extrahepatic  obstruction  are  presented  in  Table 
l1  . Clinical  and  laboratory  evaluation  are  not 
infallible,  however.  A small  proportion  of  patients 
with  extrahepatic  obstruction  will  be  thought  to 
have  intrahepatic  cholestasis,  and  a larger 
percentage  with  intrahepatic  disease  will  be 
thought  to  have  extrahepatic  obstruction  clinical- 
ly. A rigorous  clinical  evaluation  prior  to  the 
selection  of  additional  tests  will  maximize  the 
chance  of  selecting  the  most  appropriate  com- 
bination of  studies  at  the  lowest  cost  and  risk  to 
the  patient.  Also,  the  degree  of  clinical  suspicion 
based  on  such  an  evaluation  serves  as  a guide  in 
determining  the  number  of  additional  tests 
required  to  establish  the  presence  or  absence  of 
disease  with  sufficient  certainty. 
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HISTORY 

1.  Abdominal  pain  suggestive  of  biliary 
disease  or  pancreatitis 

2.  Previous  biliary  surgery 

3.  Absence  of  exposure  to  hepatitis  or 
potential  hepatotoxins  (e.g.  drugs)  and  absence 
of  hepatitis-like  symptoms 

PHYSICAL  EXAMINATION 

1.  Palpable  gallbladder  or  abdominal  mass 

2.  High  fever  suggestive  of  cholangitis 

3.  Occult  blood  in  stool 

4.  Absence  of  stigmata  of  chronic  liver  disease 

5.  Abdominal  tenderness 

LABORATORY  STUDIES 

1 Disproportionate  elevation  of  bilirubin, 
alkaline  phosphatase  vs.transaminase 

2.  Elevated  amylase 

3.  Complete  normalization  of  a prolonged 
prothrombin  time  following  parenteral 
administration  of  vitamin  K 

4.  Negative  serologic  markers  for  viral 
hepatitis,  chronic  active  hepatitis,  primary 
biliary  cirrhosis 

Table  1.  Clinical  Clues  to  Extrahepatic 
Obstruction.1  Reproduced  with  permission  of 
W.  B.  Saunders,  Philadephia,  PA. 


IMAGING  OF  THE  BILE  DUCTS 

The  major  noninvasive  modalities  for  imaging 
the  biliary  tree  presently  include  ultrasound  (US) 
and  computed  tomography  (CT).  Radionuclide 
methodologies  have  a more  restricted  role  in 
biliary  imaging  and  will  not  be  discussed  here. 
Magnetic  resonance  imaging  (MRI)  currently  has 
no  use  as  a primary  imaging  study  in  the  jaun- 
diced patient. 

The  justification  for  proceeding  writh  further 
testing  as  opposed  to  doing  a history,  physical  ex- 
am, and  laboratory  tests  followed  directly  by 
medical  or  surgical  treatment  is  twofold:  1)  as  in- 
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dicated  above,  a percentage  of  patients  present 
with  misleading  clinical  findings;  and  2)  further 
studies  help  to  localize  the  site  of  obstruction  and 
its  nature,  facilitating  placement  of  the  patient 
into  an  appropriate  treatment  category,  i.e., 
surgical,  endoscopic,  or  percutaneous3  . 

The  differential  diagnosis  of  extrahepatic  bile 
duct  obstruction,  presented  in  Table  2,  varies 
with  location.  Noninvasive  and  invasive  imaging 
modalities  may  be  selected  based  upon  location 
of  the  obstruction,  to  be  discussed  below. 


Periportal 

1.  Metastases 

2.  Cholangiocarcinoma 

3.  Hepatoma 

4.  Carcinoma  of  the  gallbladder 
Between  Porta  Hepatis  and  Pancreas 

1.  Carcinoma  of  pancreas 

2.  Metastases 

3.  Carcinoma  of  bile  duct 

4.  Iatrogenic  stricture 

Intrapancreatic 

1.  Common  duct  stone 

2.  Carcinoma  of  pancreas 

3.  Ampullary  stenosis 

4.  Benign  stricture  due  to  chronic 
pancreatitis 

Table  2.  Extrahepatic  Bile  Duct  Obstruction  by 
Site  and  Etiology. 


ULTRASOUND 

US  has  been  conclusively  shown  to  be  a 
sensitive  tool  in  the  detection  of  biliary  obstruc- 
tion, based  on  its  capacity  to  image  dilatation  of 
the  extrahepatic  common  bile  duct  and 
intrahepatic  ducts.  An  accuracy  of  90%  has  been 
demonstrated  in  identifying  common  duct 
distension4  . Its  accuracy  in  determining  level 
and  cause  of  obstruction  is  lower,  with  reported 
figures  of  27-60%  and  23-38%  respectively, 
although  a recent  series5  reported  figures  of  92 
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and  71%.  US  is  not  highly  accurate  in  the  detec- 
tion of  common  duct  stones3  . 

Major  advantages  of  US  include  sensitivity,  low 
relative  cost,  noninvasiveness,  mobility,  and 
greater  flexibility  in  the  evaluation  of  the  less 
cooperative  patient.  Major  disadvantages  include 
operator  dependency,  lower  accuracy  in  determin- 
ing cause  and  level  of  obstruction  vs.  CT, 
technical  problems  in  obese  patients  and  in 
patients  with  bowel  gas  artifacts,  and  the  produc- 
tion of  images  which  are  difficult  for  the  clinician 
to  understand. 

COMPUTED  TOMOGRAPHY 

With  the  use  of  high  resolution  imaging  utiliz- 
ing thin  sections  and  often  intravenous  contrast, 
the  sensitivity  of  CT  in  the  detection  of  biliary 
obstruction  approaches  that  of  US.  Further, 
because  of  its  higher  resolution  and  more 
complete  demonstration  of  the  full  length  of  the 
common  duct  and  other  nearby  tissues,  its 
accuracy  in  detecting  level  and  cause  of  obstruc- 
tion is  higher  than  US6  . An  example  of  the  use 
of  CT  to  evaluate  a middle  aged  male  with  upper 
abdominal  pain,  weight  loss,  and  increasing  jaun- 
dice is  shown  in  Figure  1.  Carcinoma  of  the 
pancreas  was  confirmed  subsequently. 


Figure  1(b). 


tion,  no  degrading  artifact  from  bowel  gas,  and 
the  ease  with  which  the  remainder  of  the 
abdomen  is  evaluated,  of  specific  importance  in 
patients  with  malignant  biliary  obstruction. 
Disadvantages  include  patient  dependency  (poor 
images  in  the  uncooperative  patient),  higher 
costs,  lesser  accuracy  in  very  thin  patients 
because  of  a loss  of  fat  separating  structures, 
metal  clip  artifacts  in  post  surgical  patients, 
x-radiation,  and  the  frequent  need  for 
intravenous  contrast. 


Figure  1(a). 

The  advantages  of  CT  include  higher  accuracy 
in  determination  of  level  and  cause  of  obstruc- 


COMPARISON  OF  CT  AND  US 

A summary  of  the  applications  of  US  and  CT 
in  the  evaluation  of  suspected  obstructive 
jaundice  appears  in  Table  3.  The  overall  greater 
accuracy  of  CT  is  offset  by  the  greater  speed  of 
performance,  the  lower  cost,  and  the  excellent 
sensitivity  of  US  to  biliary  dilation,  leading  us  to 
recommend  US  as  the  initial  noninvasive 
imaging  procedure  of  choice  in  most  patients.  CT 
follows  US  when  US  fails  to  determine  cause  and 
level  of  obstruction,  when  US  is  normal  but 
obstruction  is  still  suspected  clinically,  and  when 
a higher  confidence  level  is  desired  prior  to 
proceeding  to  more  invasive  studies.  CT  should 
be  selected  initially  in  patients  who  are  obese  or 
who  have  had  biliary-enteric  surgery  and  in 
patients  where  malignancy  is  strongly  suspected 
clinically. 
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1.  US  screening  procedure  of  choice  due  to 
cost,  speed  of  performance 

2.  Role  of  CT 

a)  When  US  fails  to  determine  cause  or 
location  ofobstruction 

b)  When  US  normal  and  there  is  strong 
clinical  suspicion  of  obstruction 

c)  When  more  confidence  needed  prior  to 
cholangiography 

d)  In  patient  who  is  obese  or  has  had 
biliary-enteric  surgery 

e)  When  malignancy  strongly  suspected 

Table  3.  Indications  for  use  of  US  vs  CT  as  in- 
itial diagnostic  procedure  in  patients  with 
suspected  extrahepatic  obstruction. 


PTC  AND  ERCP 

Following  thorough  clinical  examination  and 
noninvasive  imaging,  invasive  procedures  design- 


ed to  opacify  the  biliary  tree  will  frequently  be 
indicated.  Reasons  to  select  PTC  or  ERCP  in  the 
jaundiced  patient  include: 

1.  To  determine  precise  definition  of  site  and 
cause  of  obstruction  whenCT  is  insufficient. 

2.  To  provide  a detailed  presurgical  map. 

3.  To  evaluate  the  problem  of  obstructive 
jaundice  with  nondilated  ducts,  which  can  be 
seen  when  obstruction  is  partial,  intermittent,  or 
of  recent  onset  or  when  pathology  results  in 
ductal  narrowing,  as  in  sclerosing  cholangitis. 

4.  As  a prelude  to  therapeutic  interventional 
procedures. 

In  PTC  the  operator  typically  utilizes  a 22 
gauge  thin  flexible  needle  inserted  with 
fluoroscopic  guidance  through  an  interspace 
between  two  lower  right  ribs  in  the  mid  to 
anterior  axillary  line.  The  needle  is  withdrawn 
gradually  by  increments  of  several  mm.  or  less, 
and  small  amounts  of  contrast  material  are 
injected  following  each  change  in  needle  position 
until  bile  duct  opacification  occurs.  The  greater 


Criterion 

PTC 

ERCP 

Success  rate  for 

► 90%  with  dilated  hepatic  ducts 

80-90%,  regardless  of  presence  or 

satisfactory  visualization 

70%(range, 25-75%)  with  nondilated 

absence  of  ductal  dilatation. 

of  bile  ducts 

intrahepatic  ducts  (an  average  of  15 
needle  passes  required  for  the  higher 
success  rates). 

Serious  complications 

Type 

Bile  peritonitis,  hemorrhage, 

Pancreatitis,  pancreatic  abscess, 

cholangitis,  sepsis,  drug 

instrumental  injury,  sepsis, 

reaction,  pneumothorax. 

cholangitis,  aspiration  pneumonia. 

Frequency 

5%  (range,  3-10%) 

5%-  (range,  2-7%  ) 

Mortality 

0. 2-0.9% 

0.1-0. 2% 

Circumstances  favoring 

Availability  of  skilled 

Availability  of  skilled 

its  use 

personnel. 

personnel 

Anticipation  of  a therapeutic 

Anticipation  of  a therapeutic 

maneuver  (e.g.percutaneous 
drainage). 

maneuver  (e.g.sphincterotomy ). 

Need  to  visualize  proximal  extent 

Suspected  periampullary 

of  a suspected  lesion  high  in 
biliary  tree. 

neoplasm. 

Surgically  distorted  gastro- 

Presence  of  marked  ascites 

duodenal  anatomy. 

or  coagulopathy. 

Failed  attempt  at  retrograde 

Failed  attempt  at  percutaneous 

cholangiography. 

cholangiography. 

Table  4.  Comparison 

of  Techniques  for  Direct  Visualization  of  the  Bile  Ducts. ' Reproduced  with 

permission  of  the  New  Engl  J Med,  Boston,  MA. 
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the  caliber  of  intrahepatic  ducts,  the  greater  the 
chance  of  the  needle  tip  passing  through  a branch 
during  its  insertion  and  thus  the  greater  the 
chance  of  opacification  during  withdrawal  along 
the  same  path.  In  our  hands,  PTC  is  successful 
in  opacifying  dilated  ducts  in  well  over  90%  of 
cases;  our  aggregate  success  rate  with  nondilated 
ducts  is  probably  no  higher  than  60%. 

ERCP  requires  the  cannulation  of  the  duct  via 
the  ampulla  of  Vater  with  the  use  of  an  endoscope. 
Contrast  material  is  then  injected  through  the 
cannula  and  fluoroscopic  spot  films  are  obtained. 
During  the  period  6/88-6/89,  73  diagnostic 
ERCP’s  were  attempted  at  the  MCD.  When  the 
pancreatic  duct  was  the  duct  of  interest  (n  = 20 
patients),  successful  opacification  occurred  in 
70%.  When  the  importance  of  bile  duct  opacifica- 


tion was  clinically  emphasized  (n  = 38),  success 
rate  was  84%.  When  opacification  of  both  ducts 
was  desired  (n  = 15),  the  procedure  was  73%  suc- 
cessful. Overall,  success  was  achieved  in  78%  of 
cases. 

Table  4 from  Scharschmidt  et  al3  compares  PTC 
and  ERCP,  with  respect  to  success  rates, 
complications,  and  indications.  Assuming  the 
availability  of  personnel  of  comparable  skill,  the 
two  procedures  have  a similar  success  rate  in 
opacifying  dilated  ducts  and  comparable  low 
rates  of  serious  complications.  ERCP  is  more 
expensive  but  is  clearly  indicated  as  the  initial 
invasive  procedure  when  periampullary 
pathology  is  suspected;  the  study  permits  a direct 
endoscopic  look  at  the  ampulla  and  nearby 
duodenum  and  permits  cannulation  and 


Table  5.  Suggested  algorithm  for  diagnostic  imaging  of  suspected  biliary  obstruction. 
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opacification  of  the  pancreatic  duct  as  well  as  the 
bile  duct.  When  evaluation  of  the  proximal  extent 
of  a high  grade  upstruction  at  or  above  the  porta 
hepatis  is  desired,  PTC  is  usually  the  procedure 
of  choice.  Surgically  distorted  gastroduodenal 
anatomy  may  frustrate  attempted  ERCP. 
Marked  ascites  or  the  presence  of  a coagulopathy 
argue  against  PTC.  ERCP  is  more  frequently 
successful  in  opacifying  nondilated  ducts. 

A suggested  algorithm  for  diagnostic  imaging 
of  suspected  biliary  obstruction  is  presented  in 
Table  5,  based  on  the  literature  and  experience  at 
the  MCD. 


THERAPEUTIC  MANEUVERS  IN  THE  BILIARY  SYSTEM 

The  treatment  of  many  patients  with  biliary 
obstruction  is  surgical.  However,  a number  of 
percutaneous  and  endoscopic  therapeutic 
procedures  which  alter  or  eliminate  surgery  or 
allow  temporization  so  that  the  patient  will  be  in 
better  condition  to  undergo  surgery  have  become 
available  and  been  evaluated  within  the  past 
decade.  These  include  percutaneous  biliary 
decompression  (BD),  endoscopic  stent  placement, 
and  endoscopic  sphincterotomy. 

PERCUTANEOUS  BILIARY  DECOMPRESSION 

BD  is  an  extension  of  PTC.  Following  opacifica- 
tion of  the  biliary  tree,  an  opaque  guidewire  is 
maneuvered  along  the  cannulated  intrahepatic 
duct  toward  the  common  duct.  The  guidewire  can 
be  curved  at  its  tip  to  adapt  to  the  anatomy 
encountered.  A catheter  or  sheath  is  then 
inserted  over  the  wire  for  support  and  to  establish 
position.  The  guidewire  and  catheter  are 
manipulated  through  the  obstructed  segment 
into  the  more  distal  duct  or  duodenum.  Thereafter, 
an  exchange  is  made  for  a catheter  with  multi- 
ple side  holes  positioned  proximal  and  distal  to 
the  obstruction,  thus  permitting  antegrade 
drainage.  The  external  end  of  the  catheter  can  be 
capped  for  internal  drainage.  Acute  complica- 
tions occur  in  5-10%  of  patients,  most  commonly 
hemorrhage,  sepsis,  or  bile  peritonitis. 

Initial  enthusiasm  for  BD  as  a routine 
preoperative  procedure  in  jaundiced  patients  has 

1048 


been  tempered  by  more  recent  experience 
suggesting  little  benefit  from  this  approach'. 
Currently  at  the  MCD  the  major  application  of 
BD  is  in  the  palliation  of  advanced  malignancy, 
typically  cholangiocarcinoma  or  metastatic 
disease  in  the  porta  hepatis,  in  jaundiced  pat  ients 
with  pruritus.  BD  is  occasionally  performed  in 
selected  patients  with  obstruction  and  sepsis  due 
to  cholangitis  or  preoperatively  to  assist  in  duct 
localization  in  patients  with  complex  anatomy 
associated  with  prior  extensive  biliary  enteric 
surgery.  An  example  of  the  use  of  BD  for  pallia- 
tion is  shown  in  Figure  2,  in  which  a BD  catheter 
is  shown  traversing  an  obstructed  common  duct 
in  an  elderly  patient  with  cholangiocarcinoma. 
The  patient’s  condition  precluded  surgery,  and 
palliation  of  her  jaundice  and  pruritus  was 
desired. 


Figure  2 


In  our  experience,  the  major  factor  limiting  the 
use  of  BD  with  external  drainage  for  long  term 
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palliation  is  the  high  complication  rate,  ranging 
from  30-50%  depending  on  length  of  followup. 
Problems  are  usually  related  to  catheter 
malfunction  and  include  cholangitis,  catheter 
dislodgement,  pain,  and  catheter  occlusion; 
exchange  for  a new  catheter  is  often  required. 
Further,  the  presence  of  an  externally  inserted 
drainage  catheter  is  a constant  reminder  to  the 
patient  of  the  causative  illness,  and  attention  to 
the  details  of  management  of  the  catheter, 
including  irrigation  and  dressing  changes,  can  be 
problematic.  It  is  the  recommendation  of  the 
interventional  section  of  the  department  of 
radiology  of  the  MCD  that  the  alternative  of 
endoscopic  stent  insertion  be  considered  in  most 
cases  where  some  form  of  biliary  drainage  seems 
indicated  for  long  term  palliation  of  malignant 
obstruction. 


ENDOSCOPIC  STENT  PLACEMENT 

Non-operative  positioning  of  an  internal  biliary 
prosthesis  for  biliary  obstruction  is  a logical 
outgrowth  of  advances  in  endoscopic  technology 
and  an  extensive  national  experience  with 
diagnostic  ERCP.  The  dismal  prognosis 
associated  with  surgery  for  advanced  malignan- 
cies involving  the  biliary  tree  has  been  an  incen- 
tive for  the  development  of  nonsurgical  options 
for  drainage.  Following  diagnostic  ERCP  to 
define  anatomy,  a limited  sphincterotomy  can  be 
performed  to  allow  easier  access  to  the  common 
duct.  A guidewire  is  then  placed  through  the 
narrowed  segment  with  a catheter  of  appropriate 
length  inserted  over  the  wire  and  positioned  with 
its  upper  end  above  the  diseased  segment  and  its 
distal  end  in  the  duodenum.  Major  acute 
complications  occur  in  5%  or  less  of  patients; 
those  most  often  seen  are  sepsis,  bleeding,  and 
bile  duct  perforation.  Septic  complications  result 
from  early  stent  clogging  due  to  clot  or 
incomplete  biliary  drainage8  . 

The  major  late  complication  occurring  in  these 
patients  is  clogging  of  the  stent,  requiring 
endoscopic  replacement.  The  #10  French  stent 
has  a half  life  of  about  6-7  months8  . In  those 
patients  who  survive  this  long,  chills,  fever,  and 
worsening  liver  function  indicate  the  presence  of 
stent  occlusion. 
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The  most  common  indications  for  endoscopic 
stents  include  malignant  stricture,  benign  stric- 
ture, biliary  fistula,  and  large  stones  not  able  to 
pass  despite  sphincterotomy  in  patients  who  are 
poor  surgical  candidates.  Table  6 presents  data 
comparing  the  results  of  endoscopic  stent  place- 
ment to  surgery  in  a series  of  patients  with 
pancreatic  carcinoma9  . In  this  series,  the 
success  rate  of  stent  placement  equaled  that  of 
surgery,  with  a lower  complication  rate,  lower 
immediate  and  30  day  mortality,  and  slightly 
longer  mean  survival.  There  was  a higher 
incidence  of  later  duodenal  obstruction  and 
recurrent  jaundice  in  the  stented  group  (due  to 
stent  blockage). 


Endoscopic 


Surgery 

Prosthesis 

Successful  drainage 

94% 

94% 

Major  complications 

11% 

5% 

Minor  complications 

39% 

19% 

30  day  mortality 

15% 

6% 

Procedure  related  mortality  10% 

0% 

Mean  survival 

16  weeks 

22  weeks 

Late  duodenal  obstruction  1.6% 

4.5% 

Recurrent  jaundice 

3% 

17% 

Table  6.  Comparison  of  Surgery  vs.  Endoscopic 
Stent  Placement  for  Palliation  of  Unresectable 
Pancreatic  Carcinoma.9 


During  the  period  6/88-6/89,  17  stent 
placements  were  attempted  at  the  MCD.  9,  or 
53%,  were  successful.  During  the  same  period,  11 
stent  replacements  were  attempted,  of  which  10 
were  successful.  Use  of  the  endoscopic  stent  is 
demonstrated  in  the  following  case  report: 

A 65  y.o.  female  was  admitted  to  the  MCD  with 
a 2-3  week  history  of  jaundice,  anorexia,  and  new 
onset  insulin  dependent  diabetes  mellitus. 
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Bilirubin  was  36.5  and  alkaline  phosphatase 
1405.  ERCP  showed  abrupt  occlusion  of  the 
pancreatic  duct  in  the  head  of  the  pancreas 
(Fig.  3a)  and  marked  narrowing  of  the  intra- 
pancreatic  common  duct  (Fig.  3b).  The  findings 
were  considered  typical  of  pancreatic  carcinoma. 


Figure  3(a) 


Figure  3(b) 


An  endoscopic  stent  was  placed  (Fig.  3c).  The 
patient  subsequently  underwent  radiation 
therapy.  By  2 months  after  stent  placement,  the 
bilirubin  had  fallen  to  1.6.  Stent  replacement  was 
performed  4 months  after  initial  placement  and 
had  to  be  redone  several  days  later  due  to  catheter 
migration.  No  further  stent  replacement  was 
required  before  her  death  4 months  later. 


Figure  3(c) 


ENDOSCOPIC  SPHINCTEROTOMY 

Transendoscopic  incision  of  the  papilla  of  Vater 
and  extraction  of  common  duct  stones  with  a 
stone  basket  is  now  established  as  the  procedure 
of  choice  for  the  management  of  common  duct 
stones  after  cholecystectomy  in  patients  who  do 
not  have  indwelling  T-tubes.8  In  patients  with 
retained  ductal  stones  and  a T-tube  in  place, 
percutaneous  extraction  of  the  stone(s)  by  the 
radiologist  via  the  T-tube  tract  is  preferred 
because  of  its  greater  safety,  reserving  the 
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endoscopic  technique  for  failure  of  the  radiologic 
approach. 

Other  uses  for  endoscopic  papillotomy  include 
removal  of  stones  in  patients  at  high 
surgical  risk  with  an  intact  gallbladder  and 
choledocholithiasis,  amelioration  of  stenosis  of 
the  papilla  in  patients  who  have  prolonged 
symptoms  and  severe  disability  unresponsive  to 
symptomatic  therapy10,  treatment  of  patients 
with  the  “sump  syndrome”  (biliary  obstruction 
due  to  recurrent  calculi  or  stasis)  following  side 
to  side  choledochoduodenostomy,  and  manage- 
ment of  selected  cases  of  tumors  of  the  papilla  in 
patients  at  significant  surgical  risk. 

Between  6/88  and  6/89,  14  sphincterotomies 
were  attempted  at  the  MCD;  all  were  technical- 
ly successful.  Of  12  attempted  stone  extractions, 
all  were  successful.  These  figures  are  consistent 
with  a reported  worldwide  success  rate  of  80-90% 
for  endoscopic  papillotomy. 

Complication  rates  of  sphincterotomy  are 
acceptably  low,  ranging  from  5-10%,  with  an 
overall  mortality  rate  of  less  than  2%n.  Bleeding 
is  the  most  frequent  serious  complication.  Free 
retroduodenal  perforation  and  pancreatitis 
occasionally  occur. 

SUMMARY 

While  US  should  be  the  screening  examination 
in  most  patients  with  suspected  biliary  obstruc- 
tion, certain  conditions,  notably  obesity,  prior 
biliary-enteric  surgery,  and  a strong  suspicion  of 
cancer  may  make  CT  the  initial  imaging 
procedure.  Further,  CT  will  frequently  be  chosen 
when  obstruction  is  thought  likely  by  US  but  a 
higher  confidence  level  and/or  further  informa- 
tion about  site  and  cause  of  obstruction  are 
desired.  The  degree  to  which  the  location  and 
etiology  of  the  obstruction  are  established  by 
these  non-invasive  tests  will  dictate  whether  the 
patient  undergoes  diagnostic  cholangiography 
(PTC,  ERCP)  or  proceeds  directly  to  therapeutic 
options,  including  surgery,  BD,  endoscopic  stent 
placement,  and  papillotomy.  BD  continues  to 
have  application  in  selected  patients  undergoing 
palliation  of  advanced  malignancy  and  in  some 
patients  with  cholangitis  or  complex  anatomy 
following  previous  surgery  involving  the  biliary 


system,  for  whom  surgery  is  planned.  However, 
endoscopic  stent  placement  has  largely 
supplanted  the  percutaneous  technique  for 
palliation  of  malignant  obstruction  and  the 
stenting  of  benign  strictures  and  biliary  fistulae 
because  of  its  lower  incidence  of  significant 
complications. 

EPILOGUE 

It  is  difficult  to  imagine  that  as  recently  as  15 
years  ago,  management  of  the  patient  with 
suspected  extrahepatic  obstruction  depended 
largely  on  clinical  evaluation  and  laboratory 
studies,  liver  biopsy,  and  surgery.  US  was 
primitive,  abdominal  CT  nonexistent,  reported 
experience  with  the  side  viewing  endoscope  and 
diathermic  sphincterotomies  was  fresh  in  the 
literature,  and  BD  had  been  presented  only  in  a 
single  report. 

The  next  15  years  will  probably  not  show  a 
similar  dramatic  advance  in  our  ability  to  image 
and  intervene  in  the  biliary  tree.  Rather, 
refinements  of  current  techniques  will  continue 
together  with  the  accumulation  of  further 
experience,  resulting  in  higher  levels  of 
diagnostic  certainty,  more  efficient  selection  of 
options  for  evaluation  and  treatment,  and  further 
improvements  in  morbidity  and  mortality  in  the 
management  of  these  challenging  patients. 
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The  Dual  Diagnosis 
Treatment  Program  of 
Sheppard  Pratt 


Patients  with  psychiatric  illness  and  drug  or  alcohol  problems  present  complex 
diagnostic  and  treatment  challenges. 

Sheppard  Pratt’s  inpatient  units  are  designed  and  staffed  specifically  for  the  treat- 
ment of  these  complicated  patients. 

We  provide: 

□ Comprehensive  psychiatric  and  chemical  dependence  evaluation; 

□ Specialized  programs  for  patients  with  affective  disorders,  anxiety  disorders, 
schizophrenia  and  learning  disorders; 

□ Psychopharmacological  evaluation  and  treatment; 

□ Specialized  programming  for  the  gerontological  patient  who  is  chemically 
dependent; 

□ Addiction  education  for  the  psychiatric  patient  who  is  resistant  to  treatment 
for  chemical  dependence;  and 

□ On  site  Double  Trouble,  AA  and  NA  meetings. 

Founded  in  1853,  Sheppard  Pratt  is  a 322-bed  private,  not-for-profit  psychiatric 
hospital  that  provides  comprehensive  diagnostic  and  treatment  services  for  short,  inter- 
mediate or  long  term  patients  as  well  as  outpatient  and  partial  hospitalization  care. 

For  more  information  about  Sheppard  Pratt’s  approach  to  the  dually  diagnosed 
patient,  or  to  make  a referral,  contact  the  Adult  Admissions  Office  at: 


(301)938-3800 

6501  North  Charles  Street 

Baltimore,  Maryland  21285-5815 


■ Sheppard  Pratt 

J~  A not  for  profit  health  system 


A not  for  profit  health  system 


Long  Term  Effects  of  Pediatric  Onset  Disability 


Introduction  to  the  first  of  a three-part  series 


Rosanne  Griff-Cabelli 


The  Coordinating  Council  for  the  Handicapped 
Child  of  Delaware,  Inc.,  (CCHCD)  completed  a 
year  long  project  in  January  1990  on  “Building 
Health  Care  Resources  for  Young  Adults  with 
Disabilities.”  It  was  funded  by  United  Way  of 
Delaware’s  Community  Needs  and  Initiatives 
Grant.  The  impetus  to  pursue  this  project  came 
from  two  sources:  (1)  concerns  voiced  by  many 
adults  with  disabilities  about  their  health  care 
at  a conference  on  attendant  care  services 
sponsored  by  the  Council  in  1988,  and  (2)  the  lack 
of  transitional  health  care  services  in  Delaware 
for  young  adults  with  disabilities  in  an  adult- 
centered  medical  setting. 

Throughout  the  United  States,  there  has  been  a 
gap  in  the  adult  health  care  system  for  young 
adults  with  disabilities.  According  to  Dr.  C. 
Everett  Koop,  “The  past  twenty  years  has  seen 
a dramatic  change  in  mortality  rates  for  many 
childhood  chronic  conditions.  Overall,  some  84 
percent  of  children  with  chronic  conditions 
survive  into  adulthood... However,  the  medical 


Rosanne  Griff-Cabelli  is  the  administrator  for  the  Coordinating  Council  for  the 
Handicapped  Child  of  Delaware. 


care  system  has  not  changed  in  response  to  these 
changes  in  life  span”* 

The  CCHCD’s  project  goals  include  the  following: 
(1)  alerting  physicians  and  other  health  care  pro- 
fessionals to  the  needs  of  young  adults  with 
multiple  and  physical  disabilities,  and  (2)  iden- 
tifying those  medical  resources  which  are 
available,  and  planning  for  those  resources  need- 
ed to  serve  these  young  adults  in  adult-centered 
health  care  services. 

The  following  article  is  the  first  of  a three  part 
series.  Excerpts  were  presented  at  the  Kent 
County  Medical  Society  meeting,  November 
1989,  as  part  of  the  project’s  goal  to  increase  in- 
formation concerning  health  care  needs  of  young 
adults  with  disabilities.  The  second  part  of  the 
series  will  concentrate  on  Care  of  the  Adult  with 
Cerebral  Palsy;  the  third  part  of  the  series  will 
be  Accessing  Health  Care  in  Delaware  for  People 
with  Disabilities  - A Comparison  of  Consumer 
and  Physician  Perceptions. 

* Quoted  from  Growing  Up  and  Getting  Medical  Care;  A Surgeon  General’s  Con- 
ference; from  Connections , Vol.  1,  Number  2,  the  newsletter  of  the  National  Center 
for  Youth  with  Disabilities,  Spring/Summer  1989 
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TOWARD 
2000 VI 
SYMPOSIUM 


October 
12th 
and  13th. 


The  sixth  annual 
Toward  2000 
Symposium  is  an 
opportunity  to 
assess  progress 
toward  the  goal  of 

reducing  cancer  mortality  in  the  United 
States.  The  symposium  will  be  held  at  Fox 
Chase  Cancer  Center  on  October  12th  and 
13th.  National  experts  will  conduct  seminars, 
workshops  and  informal  dinner  discussions 


focusing  on  common 
solid  malignancies 
including  lung,  colon, 
and  breast.  Faculty 
will  also  discuss 
advances  in 

autologous  bone  marrow  transplantation  and 
the  role  of  immunotherapy. 

For  more  information  and  hotel 
accommodations,  please  contact  Kathy  Smith 
or  Louise  Blasick  at  (215)  728-2715. 


As  an  organization  accredited  by  the  Accreditation  Council  for  Continuing  Medical 
Education,  Temple  University  School  of  Medicine  certifies  that  this  program  meets  the  criteria 
for  12  credit  hours  of  Category  I,  provided  it  is  completed  as  designed. 


With  support  from  Bristol-Myers  Oncology  Division. 


FOX  CHASE 

CANCER  CENTER 


DISCOVERY  Sc  HOPE. 

7701  Burholme  Avenue,  Philadelphia,  PA  19111 


SCIENTIFIC  ARTICLE 


Post-Polio  Syndrome  - A Model  for  Understanding  Aging  with 


Pediatric  Onset  Disability 


Over  the  past  ten  years  there  have  been  a 
number  of  papers  which  clarify  the  complex  of 
symptoms  known  as  post-polio  syndrome.6 
Thirty  to  forty  years  after  recovery  from  polio, 
patients  have  the  onset  of  decreasing  endurance 
and  strength,  as  well  as  associated  aches  and 
pains  which  are  leaving  at  least  twenty  four 
percent  of  those  who  had  polio  to  cope  with  new 
disabilities. ! An  understanding  of  these  symp- 
toms and  new  problems  will  allow  us  to  an- 
ticipate similar  symptoms  in  patients  with  other 
disabilities  such  as  cerebral  palsy  and 
myelomeningocele. 

Paralytic  poliomyelitis  is  a viral  infection 
which  passes  from  the  intestine  to  the  blood  and 
then  to  the  central  nervous  system.  There  are 
three  strains,  two  of  which  have  a predilection  for 
the  anterior  horn  cells  of  the  spinal  cord.  In  the 
anterior  horn  cells,  the  virus  replicates  and  in 
many  cases  results  in  the  destruction  of  the 
anterior  horn  cell.4 

Dr  Alexander  is  the  Chief  of  the  Division  of  Rehabilitation  at  Alfred  I du  Pont 
Institute  and  the  Clinical  Associate  Professor  of  Physical  Medicine  and 
Rehabilitation  at  Thomas  Jefferson  University. 
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During  the  infection,  the  cells  may  be 
inactivated,  and  if  more  than  fifty  percent  of  the 
muscle  fibers  in  a muscle  lose  their  interaction 
with  the  anterior  cell,  this  results  in  clinical 
weakness.  Muscles  which  permanently  lose  more 
than  fifty  percent  of  their  function  are  left  in  a 
weakened  state. 

Recovery  occurs  several  ways.  Some  anterior 
cells  are  not  destroyed,  and  when  they  repair, 
their  muscle  fibers  come  back  on  line.  The  second 
method  of  repair  is  by  terminal  sprouting. 
When  an  anterior  horn  cell  dies,  its  muscle  fibers 
are  orphaned.  These  fibers  lose  their  motor  end 
plate  and  the  entire  membrane  become 
responsible  to  acetylcholine;  this  appears  to 
facilitate  terminal  sprouting.  In  terminal 
sprouting,  remaining  axons  send  out  processes  to 
the  “orphaned”  muscle  fibers.  This  re-establishes 
a motor  end  plate,  and  the  muscle  fiber  will  even 
convert  fiber  type  if  it  is  “adopted  by”  an  anterior 
horn  cell  with  different  muscle  fibers.  The 
anterior  horn  cell,  by  increasing  its  motor  unit 
territory,  drives  more  of  the  muscle  by  increasing 
the  number  of  fiber  in  its  territory.  This  increased 
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number  of  fibers  is  the  explanation  for  the 
increased  amplitude  and  duration  of  the  motor 
unit  on  electromyography.  A third  mechanism  of 
repair  is  the  hypertrophy  of  the  remaining 
fibers.5 

The  above  processes  are  mechanisms  to 
increase  the  output  from  a given  muscle.  The 
patient  who  has  polio  is  also  able  to  substitute 
another  muscle  for  the  absent  function.  For 
instance,  using  the  peroneals  to  dorsiflex  the 
ankle  or  using  the  soleus  to  stabilize  the  knee 
and  compensate  for  a weak  quadriceps. 

Gait  mechanics  can  be  altered  to  compensate 
as  well.  The  reverse  Trendelenburg  is  the  accen- 
tuation of  side  to  side  body  shift  to  compensate 
for  loss  of  strength  in  the  hip  abductors.  The  use 
of  the  arm  pushing  against  the  knee  to  stabilize 
the  hip  against  weak  hip  extensors  is  another 
example. 

It  appears  that  after  thirty  years,  these 
mechanisms  are  no  longer  working  and  the 
patient  has  pain  and  weakness  again.  The  pain 
that  patients  are  experiencing  falls  into  three 
categories.  Walking  on  crutches  and  braces  is 
causing  entrapment  neuropathies.  Carpal  tunnel 
syndrome  compression  of  the  median  nerve  is  a 
very  common  complication  from  crutch  and  cane 
walking.  The  “J”  cane,  by  virtue  of  its  design, 
puts  all  the  pressure  on  the  median  nerve  at  the 
wrist.  The  radial  nerve  is  compressed  at  the 
axilla  and  results  in  dysesthesias  across  the 
dorsum  of  the  wrist  and  weakness  of  the  wrist 
extensors.  The  band  across  the  thigh  on  a long  leg 
brace  can  compress  the  lateral  femoral  cutaneous 
nerve  and  cause  pain  and  numbness  across  the 
anterior  thigh,  meralgia  paresthetica.  The 
second  type  of  pain  is  due  to  premature  osteo- 
arthritis. The  persistence  of  a Trendelenburg  gait 
over  thirty  years  places  additional  stress  across 
the  hip  and  low  back.  Chronic  crutch  use 
produces  spurs  and  osteoarthritic  changes  in  the 
elbow  and  wrists.  An  ankle  fused  to  prevent  foot 
drop  will,  over  years,  contribute  to  microtrauma 
of  the  knee  joint.  Patients  who  had  absent 
quadriceps  and  weak  hamstrings  will,  over  the 
years,  develop  hyperextension  of  the  knee  with 
early  degeneration  of  the  knee  joint.  The  third 
type  of  pain  is  overuse  of  the  muscles  with 
subsequent  injury  and  pain.  In  a series  of  the  33 
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patients  it  was  found  that  all  muscles  that  had 
been  transplanted  were  showing  weakness  thirty 
to  forty  years  later.2 

In  a published  study  my  group  reported  a total 
of  one  hundred  and  fifty-three  patients  with  post- 
polio syndrome.2  We  were  interested  in  how 
many  of  these  people  had  braces.  The  results 
indicate  that  most  of  them  managed  to  get  rid  of 
their  braces  before  their  twentieth  birthday.  We 
felt  that  56  of  them  should  have  continued  with 
the  braces.  We  were  interested  in  the  patients  and 
how  many  had  fasciculations.  Researchers 
thought  initially  that  this  post-polio  weakness 
phenomenon  may  be  a variant  of  amyotrophic 
lateral  sclerosis.  Subsequent  experience  has  not 
shown  that  to  be  the  case.  Most  of  the  subjects 
with  ALS  were  alive  fifteen  to  twenty  years  later. 
In  our  series,  six  subjects  stopped  walking.  Four 
of  these  subjects  were  unable  to  walk  because  of 
fractures,  not  as  the  result  of  a decrease  in 
strength  and/or  endurance.  Within  a 12-month 
period  prior  to  their  assessment,  32  people  had 
sustained  fractures  of  the  lower  extremities  as 
the  result  of  a fall.  If  you  visualize  someone  who 
has  been  increasing  flexion  of  the  hip  to  swing  a 
flail  ankle,  when  this  person  loses  strength  in  the 
iliopsoas,  he  would  not  lift  the  knee  as  high  as  in 
the  past  and  would  start  tripping,  eventually 
falling  and  possibly  breaking  a bone.  Only  30  in 
the  sample  were  using  any  kind  of  cane  or  crutch 
for  mobility. 

None  of  these  people  reported  a dramatic 
decrease  of  strength.  Rather,  it  seemed  that  all 
of  a sudden,  they  just  couldn’t  do  something  that 
they  used  to  do  well.  We  learned  that  many  people 
were  making  simple  alterations  in  their  life  to 
accommodate  these  changes,  without  conscious- 
ly considering  that  they  had  made  such  changes. 

The  change  in  strength  resulted  in  them  using 
a muscle  in  a full  forceful  contraction  in  an 
abnormal  manner  for  a longer  period  of  time 
during  the  gait  cycle.  When  you  use  any  muscle 
more  than  you  rest  it,  you  may  experience  a 
decrease  in  its  strength.  Increased  demands  of 
the  muscle  over  a longer  period  of  time  cause 
injury  to  the  muscle.  It  may  be  episodic  minor 
problems,  and  not  sudden  dramatic  changes  in 
demands  on  the  body,  that  tip  the  balance.  For  in- 
stance, you  fall,  you  break  your  leg,  now  you’re 
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ambulating  in  a very  different  pattern.  You  are 
taking  a muscle  that  you  had  to  work,  rest,  use 
just  balanced  perfectly  so  that  it  was  not 
deteriorating,  and  you  start  using  it  a little 
harder,  and  it  drops  off.”  9 

In  macro  EMG,  we  have  a way  of  looking  at  the 
territory  of  anterior  horn  cell  within  its  volume 
of  muscle.10  We  get  an  estimate  of  how  many 
muscle  fibers  are  firing  for  an  individual  anterior 
horn  cell.  People  who  have  polio  have  a larger 
territory  on  their  macro  EMG  than  the  average 
person.  That  corresponds  to  peripheral  sprouting. 
Authors  have  been  able  to  follow  patients  serially 
who  experienced  a drop  in  muscle  strength  and 
the  macro  EMG  territory  decreases.  Macro 
studies  indicate  that  patients  are  losing  fibers, 
not  anterior  horn  cells. 

The  treatment  for  post-polio  syndrome  is 
alteration  in  life  style.11  An  exercise  program  to 
whip  the  overused  muscles  further  is  the  wrong 
thing  to  do,  except  in  very  unique  cases  where 
perhaps  the  patient  was  not  using  the  whole  limb 
because  part  of  it  was  weakened.  As  a rule,  you 
cannot  make  these  people  stronger  with  an  exer- 
cise program.  In  fact,  you  can  make  them  worse. 
Not  only  would  you  be  “whipping  the  dead  horse,” 
but  because  of  decreased  muscle  mass  with 
normal  circulation,  these  people  don’t  develop 
fatigue  from  overexercise  as  easily  as  with 
normal  muscle  exhaustion.  They  don’t  get  any 
metabolic  feedback  because  the  waste  products 
of  metabolism,  which  normally  produce  discom- 
fort are  washed  away  by  the  normal  circulation. 
Interestingly  enough,  they  can  develop  deform- 
ities again.  (One  gentleman  between  his  69th 
and  75th  birthdays  developed  a contracture  of  his 
posterior  tibialis  tendon.) 

These  people  must  adjust  their  lifestyles 
because  of  decreased  strength.  Unfortunately, 
some  have  pushed  their  abilities  too  far,  and  for 
too  long,  and  are  left  with  no  reserve  to  continue 
their  career.  Two  cases  illustrate  this.  R.S.  is  a 
forty-three  year  old  general  surgeon  who  (2  years 
earlier),  lost  his  ability  to  stand  and  do  cases  in 
the  operating  room.  He  changed  his  career  and 
is  now  a first  year  radiology  resident.  A.D.  is  a 
thirty-nine  year  old  woman  with  severe  weakness 
in  her  arms  and  scoliosis.  She  had  functioned  as 
a pre-school  teacher.  Her  work  involved  frequent 


lifting  of  children.  Unable  to  fulfill  the  physical 
requirements,  she  had  to  stop  teaching,  as  she  did 
not  have  the  credentials  to  teach  older  children. 
Both  cases  illustrate  that  progression  of 
disability  should  be  factored  into  career  choice. 

Adults  with  myelomeningocele  and  cerebral 
palsy  put  the  same  chronic  demands  on  their 
bodies.  As  they  age,  they  are  prone  to  the  same 
problems.  They  may  also  be  prone  to  other 
problems.  People  with  myelomeningocele  often 
have  Arnold-Chiari  malformations  which  can 
become  symptomatic  in  later  life.  The  neurogenic 
bladder  can  show  changes  with  time,  and  atten- 
tion to  changes  in  voiding  patterns  is  always  in- 
dicated.1 The  myelomeningocele  population  is 
prone  to  overuse  weakness  of  muscles.  The  com- 
bination of  muscle  imbalance  and  lack  of  full 
sensory  innervation  leaves  them  more  prone  to 
wearing  out  joints  faster  than  the  post-polio 
population. 

Many  adults  with  cerebral  palsy  have  difficul- 
ty finding  somebody  who  will  help  them  get  on 
and  off  the  toilet.  This  predisposes  them  to 
bladder  problems  caused  by  retaining  urine  all 
day.  A study  was  recently  performed  in  the 
Oakland-San  Francisco  area  on  adults  with 
cerebral  palsy  to  get  a feeling  of  what  their  most 
common  medical  problems  were.'  Interestingly 
they  found  it  was  stress  incontinence  at  the  end 
of  the  day  and  constipation.  These  adults  adopt 
a lifestyle  of  not  drinking  from  early  morning 
until  they  return  home  from  work.  This  causes 
distended  bladders  by  the  end  of  the  day.  Stress 
incontinence  occurs  with  increasing  frequency  as 
the  day  goes  on.  Subsequently,  some  of  these  peo- 
ple are  showing  deterioration  of  their  upper 
urinary  tract  because  of  overdistention  reflux  and 
constipation.  This  severe  constipation  was 
secondarily  causing  compression  of  their  ureters. 

Another  problem  of  the  adult  with  dystonic  or 
athetoid  cerebral  palsy  is  that  some  of  these 
individuals  use  their  necks  for  body  movement 
when  supine  because  their  extremities  are  not 
sufficiently  helpful.  A number  of  these  people  are 
developing  spinal  cord  compression  because  of 
the  anterior  disc  osteoarthritis.  Unfortunately, 
results  from  doing  any  kind  of  decompressive 
laminectomy  have  been  poor. 
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Advising  our  patients  about  changes  that  can 
occur  with  time,  keeping  in  mind  the  underlying 
pathology  and  remaining  vigilant  to  their 
symptoms,  we  can  eliminate  some  of  the  sting  of 
aging  in  this  population.  Finally,  if  these  patients 
can  plan  for  their  future  physical  changes  when 
selecting  their  lifestyle  and  career,  they  will  stay 
employed  and  can  have  a satisfactory  and 
rewarding  life. 
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Health  in  Kathmandu  - Spring  1989 


Robert  W.  Frelick  M.D. 


On  a visit  to  my  daughter,  a U.S.Foreign 
Service  Officer  in  Nepal,  I had  an  opportunity  to 
meet  a number  of  Nepalese  and  foreign 
physicians,  visit  three  hospitals,  and  see  one  of 
Mother  Theresa’s  nursing  homes. 

Nepal,  in  the  Himalayan  Mountains  between 
India,  China,  and  Tibet,  has  a population  of  9-10 
million  and  is  about  the  size  of  Illinois. 

Health  statistics  in  Nepal  seem  to  be  non- 
existent. Reports  on  the  details  of  the  health 
status  of  the  population  varied,  but  most 
physicians  agreed  that  infectious  diseases  cause 
most  of  the  illnesses,  with  diarrheal  and 
respiratory  infections  largely  responsible  for  the 
high  infant  mortality  rate  (?  50%).  The  physicians 
included  one  from  the  World  Health  Organiza- 
tion (WHO)  assigned  to  the  Ministry  of  Health. 
Typhoid,  hepatitis,  and  parasitic  infections  are 
endemic,  as  are  rabies  and  tuberculosis,  and  its 
distant  cousin,  leprosy. 

The  Rising  Nepal,  the  major  English  language 
newspaper,  reported  on  March  21,  1989,  that  the 
government  had  launched  an  Expanded  Health 
Service  Delivery  Program,  with  the  target  of 
providing  one  trained  health  worker  for  every 


Dr.  Frelick  is  a physician  oncologist  with  the  State  Health  Department. 
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3000  people  as  soon  as  possible,  and  one  trained 
community  health  worker  for  every  600  people  by 
the  year  2000.  The  objective  of  the  program  is  to 
reduce  the  child  mortality  rate  from  111.5  to  45 
per  thousand,  the  fertility  rate  from  6.2  to  2.5,  the 
rate  of  population  growth  to  2 percent,  and  to 
increase  the  average  live  expectancy  from  51  to 
65  years. 

Increasing  attention  is  being  paid  to 
respiratory  infections.  The  Japanese,  who  help 
with  the  teaching  hospital,  also  were  to  open  a 
tuberculosis  center  to  promote  outpatient  care 
versus  hospital  inpatient  services  later  in  1989. 
Widespread  respiratory  problems,  including 
chronic  obstructive  pulmonary  diseases,  are 
provoked  by  a number  of  air  pollutants.  Wood  and 
dung  are  burned  for  fuel  in  homes  where  most 
have  no  chimneys  (there  is  no  word  for  “chimney” 
in  Nepalese).  Factories  are  without  pollution 
controls;  400  tons  of  dust  per  year  are  reported  to 
be  emitted  from  just  one  of  the  many  cement  and 
brick  factories  in  the  valley.  Leaded  gasoline  and 
diesel  oil  produce  heavy  exhaust  fumes  from  the 
25,000  poorly  maintained  vehicles  in  the 
Kathmandu  Valley.  Dust  from  unpaved  roads, 
especially  during  the  dry  season  with  high  winds, 
adds  to  the  environmental  hazards  and 
inversions  in  the  Kathmandu  Valley  which  are 
similar  to  those  found  in  the  Los  Angeles  basin. 
Smog  makes  it  difficult  to  see  the  surrounding 
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mountains,  especially  in  the  morning.  The 
tobacco  grown  in  Nepal  is  widely  used.  Women 
smoke  as  much  as  men,  and  some  children  start 
to  smoke  as  young  as  five. 

The  Government  has  instituted  some  safety 
and  health  standards;  for  example,  motorcycle 
helmets  are  mandatory,  and  malaria  has  been 
eradicated  in  the  Terai  regpen,- but  there  is  no 
tobacco  control  policy,  and  little  has  been  done  to 
improve  the  wretched  sanitation  or  to  provide  a 
clean  water  supply  in  which  WHO  studies  found 
4,800  colonies  of  E.Coli  per  milliliter.  Tribhuvan 
University  studies  show  decreasing  water  quality 
from  1978  to  1985.  Public  toilets  are  almost  non- 
existent and  few  houses  have  plumbing  or  even 
outhouses;  hence  roadsides  and  areas  around 
living  quarters  are  used  for  relief.  There  is  a 
limited  sewage  system  in  Kathmandu  which 
produces  some  fertilizer  from  human  wastes. 
While  piped  water  is  available  in  some  urban 
areas,  many  women  lug  water  for  households 
from  streams,  springs,  or  the  public  pipes.  No 
water  is  safe  to  drink,  and  fuel  supplies  are  in 
short  supply  to  boil  it.  Even  water  trucked  in 
from  mountain  streams  needs  to  be  sterilized 
before  drinking.  Of  the  estimated  138  tons  of 
waste  produced  daily  in  Kathmandu,  70  tons  are 
taken  by  garbage  collection,  20  tons  are  picked 
up  by  local  sweepers,  and  48  tons  remain  as  is. 

A Cancer  Society  has  been  started  to  improve 
cancer  care  resources  and  to  facilitate  the 
introduction  of  radiotherapy  to  the  country. 
While  the  Teachingf-'Hospital  wants  to  establish 
a Cancer  Center  for  a therapy  unit, the  Cancer 
Organization  is  striving  for  an  independent 
center  in  order  “to  gain  cooperation  of  all  the 
hospitals.”  As  is  common  in  many  countries,  the 
Teaching  Hospital  is  run  by  the  Ministry  of 
Education  while  the  larger  city  hospital  (Bir)  is 
under  the  Ministry  of  Health  and  is  responsible 
for  indigent  care.  A maternity  hospital  is 
separate.  Mother  Theresa  is  reported  to  be  upset 
with  the  nursing  unit  her  order  has  in 
Kathmandu.  The  “facility,”  a corridor  in  an  old 
housing  unit,  is  not  up  to  her  standards  in  India. 
It  is  staffed  by  two  devoted  nuns,  and  a volunteer 
Nepalese  physician  visits  regularly. 

I attended  the  routine  surgical  grand  rounds  of 
the  Teaching  Hospital,  and  in  one  hour  on  one 
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ward  I saw  patients  with  cancers  of  the  breast, 
lung,  esophagus,  liver,  stomach,  and  histiocytic 
lymphoma.  Renal  calculi  were  also  common. 
When  visiting  Sheer,  the  7th  Day  Adventist 
Hospital  in  Bandepa  at  the  eastern  end  of  the 
Kathmandu  Valley,  I met  three  underutilized 
oncologists;  a surgeon  from  Germany,  his  wife 
who  was  a medical  oncologist  from  Chile  giving 
anesthesia,  and  another  medical  oncaiogist  from 
Argentina.  They  were  doing  major  surgery  and 
giving  chemotherapy.  They  were  getting  drugs 
such  as  Adriamycin,  NTX,  5 FU  and  Bleomycin 
from  India  at  lower  costs  than  we  pay.  The 
availability  of  Indian  medicines,  oxygen,  etc.  has 
been  affected  by  the  trade  embargo  started  in 
April,  1989.  Surgeons  at  the  Teaching  Hospital 
were  conversant  with  chemotherapy  and  were 
treating  breast  cancer  with  adjuvant  therapy. 
Fine  needle  aspiration  biopsies  were  being  done 
and  ultra-sound  was  used  for  diagnostic  purposes. 
CAT  scans  were  available  but  expensive.  There 
was  one  bronchoscope  for  the  city  which  was 
temporarily  out  of  service  because  of  a failure  of 
the  light  source.  The  medical  oncologist  at  Sheer 
Hospital  was  impressed  by  the  number  of  gall 
bladder  cancers  and  a high  frequency  of  gall 
stones.  Others  agreed  that  gall  bladder  cancer 
was  prevalent,  as  was  stomach  cancer,  but  there 
were  no  good  statistics.  When  gall  stones  were 
found  (usually  by  ultra-sound),  surgery  was 
routine  to  preclude  the  development  of  cancer. 
Most  of  the  cancer  patients  in*  Nepal  were 
diagnosed  late,  and  all  too  often  even  if  seen  early 
would  defer  treatment. 

\ 

Government-supported  paramedical  public 
health  clinics  were  reported  to  be  widespread,  but 
most  Nepalese  relied  on  pharmacists,  with  little 
or  no  training,  for  prescribing  medieines.  There 
was  no  obligatory  public  health  service  for  the  14 
new  physicians  graduated  each  year  from  the 
Teaching  Hospital  of  the  Tribhuvan  University. 
Some  Nepalese  physicians  have  set  up  private 
nursing  homes.  Most  Nepalese  who  can  afford  to, 
go  to  India,  Thailand,  or  the  West  for  complex 
medical  and  surgical  needs.  Public  hospitals  like 
Bir  in  central  Kathmandu,  are  often  regarded  as 
the  “last  resort.”  Additional  in-country  health 
services  are  provided  by  foreign  groups  such  as 
the  United  Mission  to  Nepal  (UMN)  Hospital  in 
Patan,  (Drs.  Edgar  and  Elizabeth  Miller  helped 
found  this  hospital)  and  the  Seventh  Day 
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Adventist  unit  in  Benepa.  These  provide 
significant  outpatient  care.  For  example,  the 
UMN  Paten  Hospital  cares  for  900- 1000  out- 
patients each  week-day.  The  UMN  hospital  in 
Tansen,  eastern  Nepal,  limits  outpatients  to  450 
a day  and  performs  about  200  cases  of  major 
surgery  per  month.  Health  workers,  who  see  most 
of  the  clinic  patients,  use  prescribed  protocols 
under  supervision  of  doctors  who  themselves  may 
be  incompletely  trained.  Limited  post  graduate 
training  is  available  at  the  Teaching  Hospital. 
There  is  no  recognized  specialty  certification 
program.  Most  Nepalese  physicians  are  trained 
in  India, with  others  in  China  or  Russia  and  a 
very  few  in  the  United  States.  The  physicians 
seem  to  be  keeping  up  with  medical  advances, 
and  overall  appear  to  be  providing  good  quality 
services,  often  under  primitive  and  unfavorable 
conditions,  Nurses  are  in  short  supply 
everywhere.  In  Nepalese  hospitals  families  are 
expected  to  provide  basic  care  which  may  include 
providing  food,  monitoring  IV  fluids,  assisting 
with  toilet  need,  bathing,  and  the  like.  There  may 
be  no  professional  nursing  staff  at  night. 

Bed  costs  in  major  hospitals  are  very  cheap  by 
Western  standards,  but  even  so  are  prohibitive  to 
the  average  patient  (annual  per  capita  income 
averages  U.S.  $150)  X-rays,  lab  test  and  medi- 
cations must  be  paid  for  in  advance.  Sliding  fee 
scales  are  used  in  some  hospitals.  As  a result,  at 
Patan  only  10%  of  the  patients  are  considered  to 
be  charity  cases.  Most  patients  pay  something. 
Many  also  go  to  private  doctors’  offices  where 
hospital  physicians  can  supplement  their  meager 
hospital  salaries.  Public  health  doctors  do  not 
have  that  option. 

A group  of  three  American  internists  offers 
medical  support  for  foreign  residents  and  visitors. 
They  carefully  avoid  providing  services  to  the 
Nepali.  They  have  had  significant  experience 
with  tourists’  diseases  and  trekkers’  problems 
and  have  published  some  of  their  observations  in 
major  American  medical  journals.  They  are 
associated  with  the  Himalayan  Rescue  Associa- 
tion, which  has  two  clinics  in  the  Himalayan 
Mountains  during  peak  trekking  season.  For 
mountain  emergencies  the  Nepalese  Army  co- 
ordinates with  the  clinic,  embassies,  and 
trekking  agencies  for  helicopter  rescues. 
Helicopter  service  ($600  per  flying  hour)  must  be 
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guaranteed  in  advance.  Rescues  are  often 
hampered  by  weather,  altitude,  and  the  lack  of 
communication  and  local  support  for  those  in 
trouble  on  the  trails.  Of  interest  in  the  treatment 
of  high  altitude  sickness  is  a recently  developed 
plastic  bubble.  A trekker  with  mountain  sickness 
can  be  placed  in  it,  and  a rescuer  uses  a foot  pump 
to  increase  the  air  pressure  in  the  bubble  to  that 
of  about  5000  feet.  This  is  reported  to  control  the 
symptoms  in  5-15  minutes. 

Transportation  is  limited.  There  are  no  trains 
and  few  private  cars,  but  trucks  of  all  descriptions 
are  around  plus  a fair  number  of  dirty  jam  packed 
buses.  Many  areas,  especially  in  the  “hills,”  rely 
entirely  on  portage,  either  human  or  animal. 
Airplane  service  is  available  to  some  areas,  but 
it  usually  has  to  be  supplemented  by  prolonged 
bus  and/or  walking  trips,  or  elephants  for 
tourists.  Most  roads  are  rock  strewn,  narrow  and 
dusty,  or  muddy  during  monsoons.  Some  were 
once  paved  but  have  not  been  maintained  and  the 
combination  of  pot-holes  and  landslides  have 
made  these  worse  than  the  dirt  roads.  Even  the 
major  transport  route  to  India  needs  repair.  The 
one  road  to  China  has  been  out  of  service  for 
several  years  because  of  landslides.  The 
miserable  transport  system  is  a barrier  to 
medical  help  for  many  Nepali. 

Traditional  methods  of  health  care  are 
common,  and  patients  seek  “western”  type  help 
only  if  local  measures  fail.  Shamanis,  Tibetan 
medicine,  and  other  traditional  healing  practices 
are  active  in  many  communities.  For  example, 
after  a birth  and  cutting  of  the  umbilical  cord,  the 
paternal  family  must  wait  11  days  before 
purification  ceremonies  by  their  family  Brahmin 
priest.  Occasionally  the  cutting  of  the  cord  is 
delayed  to  allow  for  other  family  religious  rites 
before  the  “impure”  post  natal  period  begins  for 
the  family.  Families  often  have  no  option  but  to 
let  “nature  take  its  course”  for  the  old,  the 
feeble,  and  infants.  Attitude,  as  well  as  limited 
resources,  may  thus  contribute  to  the  high 
mortality  of  infants  and  the  elderly.  Nepal  is  one 
of  the  few  countries  where  men,  with  a life  expec- 
tancy of  54  years,  live  longer  than  women. 
Women  supply  most  of  the  farm  and  heavy  labor 
in  the  country,  and  have  many  pregnancies,  with 
primitive  prenatal,  neonatal,  and  maternal  care. 
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Nepal’s  food  supply  can’t  keep  up  with  its 
population,  which  has  doubled  in  the  last  15 
years.  The  yield  of  rice  is  dropping  with  soil 
depletion.  More  housing  in  the  fertile 
Kathmandu  valley  is  using  up  good  agricultural 
land.  Bricks  for  construction  are  made  from  top 
soil.  The  lower  mountains  have  been  well 
terraced,  so  loss  of  soil  by  run-off  is  not  yet  a 
problem,  but  widespread  deforestation  is 
contributing  to  extensive  flooding.  Wood  is  used 
for  heating  and  cooking,  and  tree  branches  are 
used  for  animal  fodder.  The  hospital  in  Tansen 
reports  many  patients  with  injuries  from  falling 
out  of  trees  while  foraging.  Since  Nepal  is  a 
Hindu  kingdom,  cows  are  sacred  and  are  not  used 
for  meat,  but  they  wander  in  the  streets  and  eat 
valuable  crops.  Milk  products  are  more  likely  to 
come  from  water  buffalo  and  goats.  Babies  are 
breast  fed  for  two  years.  Many  Nepalese  are 
* vegetarians  for  religious  purposes,  and  those  who 
eat  meat  often  cannot  afford  it  regularly.  The 
basic  diet  is  rice  and  lentils  with  seasonal 
vegetables.  Fruits  are  available  seasonally.  Some 


areas  have  a constant  struggle  to  get  food,  since 
transportation  is  so  difficult  and  the  mountain  i 
climate  is  so  severe  for  those  who  depend  on  local 
produce.  I did  not  see  obese  people,  and  wonder 
whether  the  diet  as  described  contributes  to  the 
incidence  of  gall  bladder  disease. 

In  the  lower  part  of  the  country  adjacent  to 
India  (the  Terai ) the  land  is  flat,  fertile,  and  wet. 

Its  rampant  malaria  has  been  controlled  with 
DDT,  leading  to  agricultural  development  by 
migrants  from  the  “hills”  where  the  land  cannot 
support  their  expanding  population.  Food  is 
being  sent  from  the  Terai  to  Kathmandu.  Oil 
development  is  on-going  in  the  Terai  to  provide 
fuel  to  help  Nepal  reduce  its  dependency  upon 
India. 

Hydroelectric  power  has  potential  in  Nepal,  but 
the  delivery  is  spotty.  Rainfall  is  seasonal,  and 
the  water  supply  to  the  Kathmandu  Valley  is 
becoming  tight. 


A Healthy  Choice. 


Yes,  a large  choice  of  savings,  C.D.,  retirement  and  investment 
plans.  And  the  right  choice.  You  don't  need  the  headaches  that 
come  with  worrying  whether  you're  getting  the  most  for  your 
money.  We'll  take  good  care  of  you  with  our  financial  expertise 
and  friendly  service.  You'll  feel  good  about  banking  with  us. 


^ ARTISANS' 

E.  SAVINGS  BANK  "iff8 


■I 


WILMINGTON  658-6881 
KENT  COUNTY  674-3920 


THE  BANK  YOU  CAN  TALK  TO! 

9th  & Tatnall  Sts.  • Concord  Mall  • Dover  • Midway  * Polly  Drummond  & Graylyn  Shopping  Centers 
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Foreign  aid  projects  are  promoting  crop 
rotation,  tree  planting,  better  seed  preservation, 
and  the  development  of  new  crops.  Nepal  is  said 
to  receive  aid  from  more  foreign  countries  than 
any  other  land,  but  it  doesn’t  seem  to  be 
particularly  well  coordinated.  Projects  range 
from  suspension  bridges  in  the  mountains  by 
CARE  to  programs  for  the  mentally  retarded  by 
an  American  husband-wife  team  financed  by 
Norway.  Many  children  have  physical  or  mental 
handicaps  from  accidents  and  untreated 
childhood  illnesses  such  as  meningitis  and 
measles.  Parents  have  been  stimulated  to  support 
programs  for  their  disabled  children  even  in  some 
small  villages. 

WHO  sponsors  projects  to  promote  oral 
rehydration  for  infant  diarrhea  and  to  reduce  the 
morbidity  and  mortality  from  respiratory 
diseases.  No  one  is  sure  how  widely  childhood 
immunization  is  practiced.  Apparently  most 
children  have  been  infected  with  hepatitis,  but 


polio  is  not  widespread.  WHO  has  rabies  experts 
on  site  because  of  its  endemic  nature.  All  animal 
bites  are  treated  as  rabid.  In  spite  of  an  emphasis 
on  primary  health  care,  sanitary  measures  are 
not  being  used.  Parasitic  infections  are  common. 
Contraception  is  allowed,  but  family  planning 
with  child  spacing  is  not  widely  practiced. 
Abortion  is  not  legal  except  for  therapeutic 
purposes. 

Sanitary  measures  and  family  planning  need 
to  be  more  widely  promoted.  Clay  pipes  being 
made  in  the  pottery  production  areas  could  be 
used  for  water  and  sewage  lines.  Better  care  of 
fewer  cows  should  not  only  benefit  the  cows  but 
provide  another  source  of  protein  (milk).  It  would 
take  10-20  years  to  raise  the  living  standards  of 
the  present  population,  but  an  unchecked  birth 
rate  will  make  this  achievement  impossible.  An 
increased  life  span,  without  population  control, 
will  create  pressures  to  negate  development, 
reduce  living  standards,  and  invite  political 
disaster. 


Rehabilitation  Consultants,  Inc. 


Anthony  I.  Cucuzzella.  M I) 
Pierre  L LeRoy  M D 
Italo  V Munteleone,  M D 


SERVICES 


Physical  Therapy 
Occupational  Therapy 
Speech  Therapy 
Biofeedback 

Work  Hardening 
Sport  Medicine  Program 
Back  School  Program 

TWO  LOCATIONS 

Suite  105,  Springer  Building,  Concord  Plaza, 

34  1 1 Silverside  Road 
(302)478-5240 

2100  Baynard  Boulevard,  Wilmington 

( 302  ) 655-5877 

ALL  THERAPY 

Coordinated  with  the  direction  of  the  referring 
M.D.  and  approved  by:  Chrysler  and  GM 
Medicare  ■ BC/BS  ■ Total  Health  Plus 


Rehabilitation  Consultants,  Inc.  ■ Since  1970 
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We  haven't  broken 
the  largest  stone 


in  the  world 


Then  again,  we've  never  been  asked  to. 

What  we  have  done  is  successfully  complete  over  6,000  lithotripsy 
treatments  - an  unparalleled  accomplishment  among  centers  in  the 
Mid-Atlantic  region. 

We  provide  over  100  participating  physicians  with  state-of-the-art 
technology  and  the  expertise  of  an  on-site  medical  director  for 
training  and  assistance. 

Patients  receive  the  finest  lithotripsy  treatment  available  in  a caring 
and  comfortable  atmosphere.  Most  importantly,  both  physicians  and 
patients  benefit  from  our  commitment  to  excellence.To  find  out  more 
about  the  Mid-Atlantic  Stone  Center,  fill  in  the  coupon  below 
or  call  1-800-53-LITHO. 


MID-ATLANTIC 
STONE  CENTER 

LEADERS  IN  LITHOTRIPSY 

One  Brick  Road,  Suite  1 03  • Marlton,  NJ  08053 
1-800-53-LITHO  • FAX:  609/983-6970 


Please  send  me  more  information  on  the  Mid-Atlantic  Stone  Center. 


City,  State,  Zip_ 


* Photo  compliments  of  the  Australian  Tourist  Commission 


Managed  by: 

mcdiq 

Management  Sendees,  Inc. 
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Federal  Official  Says:  “Be  a Bad  Doctor” 


Maurice  Hartman,  Regional  Administrator  of 
the  US  Health  Care  Financing  Administration 
is  calling  on  area  physicians  to  ‘just  say  no’  to 
unnecessary  medical  equipment.  A complaint 
filed  in  the  US  Eastern  District  Court  of  Penn- 
sylvania in  November  by  the  U.S.  Attorney 
revealed  that  one  equipment  supplier  identified 
a ‘bad  doctor’  as  one  who  refuses  to  sign 
certificates  of  medical  necessity  for  unnecessary 
equipment;  seat  lifts,  gel  pads,  oxygen  concen- 
trators and  the  like.  According  to  the  complaint 
brought  by  the  Government,  DME  telemarketers 
would  call  Medicare  beneficiaries,  reading  from 
a script  which  said  they  were  ‘updating 
beneficiary  files’  and  needed  a Medicare  number. 
They  would  then  ask  the  individual  if  he  or  she 
had  any  physical  complaints,  like  aches  and 
pains,  or  breathing  difficulty.  After  advising  the 
person  that  helpful  equipment  was  available  at 
no  cost  from  Medicare,  they  solicited  the  name  of 
the  person’s  physician.  Then  they  checked  that 
physician’s  name  against  the  list  of  doctors  who 


Reprinted  with  permission  from  Philadelphia  Medicine , April  1990. 


would  not  approve  equipment  that  patients  didn’t 
need.  This  was  the  “Bad  Doctor’  list.  If  the  doc- 
tor was  on  the  list,  the  unnecessary  supplies  were 
never  sent.  If  not,  a call  went  out  to  the  doctor,  not 
mentioning  the  patient’s  name.  The  defendant 
would  then  complete  a medical  necessity  form, 
and  send  it  to  the  physician’s  office  for  signature, 
with  a note  indicating  the  matter  had  been 
discussed  with  the  doctor’s  staff.  If  the  signature 
was  not  forthcoming,  the  physician  was  told  that 
the  patient  requested  the  equipment,  while  if  a 
patient  questioned  why  she  received  equipment 
she  never  requested,  she  was  told  that  the  doctor 
had  made  the  request. 

In  a hearing  that  ended  on  December  20,  the 
federal  judge  who  heard  the  case  found  that  the 
defendant  misled  physicians  into  executing  false 
statements  of  medical  necessity.  It  is  important 
to  note  that  federal  law  specifies  that  physicians 
authorize  medical  necessity,  and  therefore  they 
have  an  obligation  to  assure  that  services  or 
equipment  they  certify  are  medically  necessary, 
of  quality  that  meets  professionally  recognized 
standards,  and  supported  by  evidence  of  need  and 
quality. 
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Hartman  and  his  staff  at  the  HCFA  Regional 
Office  are  very  interested  in  curbing  abusive 
practices  on  the  part  of  suppliers.  In  this  era  of 
rising  health  care  costs,  we  can  scarcely  afford  to 
fund  clearly  unnecessary  equipment  that  will 
end  up  in  someone’s  closet  or  garage  unused.  In 
a recent  meeting  with  the  county  Third  Party 
Committee,  Hartman  said  the  physician  must 
“stand  tall,”  and  should  not  sign  a Certificate  of 
Medical  Necessity  for  any  equipment  “that  is  not 
medically  necessary  and  is  not  recognized  by  the 
physician  as  indicated  by  the  patient’s  medical 
condition.”  Further,  physicians  need  to  take  extra 
care  with  any  necessity  forms  that  have  been 
completed  in  advance  by  the  supplier. 

Don’t  let  salesmen  decide  what’s  good  for  your 
patient.  As  far  as  telephone  solicitation  of 
unnecessary  durable  medical  equipment  is 
concerned,  be  on  the  ‘bad  doctor’  list. 


4 Doctor,  my  child 
doesn’t  do  things 
like  other  children 
and  I don’t  know 

where  to  turn.’ 


MM 

What  can  you  do  for  a parent  whose 
child  is  developmentally  delayed  or 
physically  handicapped?  You  can  refer 
your  patient  to  the  Pediatric  Unit 
of  the  Delaware  Curative  Workshop 
for  a broad  range  of  programs  and 
individual  treatments. 


A.  DELAWARE 

V’CLRATJVE 

^ V WORKSHOP 

(302)656-2521  • 1 600  Washington  Street  • Wilmington,  DE  19802 


Vascular 
Laboratories 
of  Delaware 


MEDICAL  ARTS  PAVILION 
SUITE  112 

4745  STANTON-OGLETOWN  ROAD 
NEWARK,  DE  19713 

OUR  LABORATORY  OFFERS  STUDIES 
TO  EVALUATE: 

• VENOUS  - DIAGNOSIS  OF  DVT 

VALVULAR  INCOMPETENCE 

• CEREBROVASCULAR  - CAROTID 

DISEASE 

• ABDOMINAL  - EVALUATES 

ANEURYSMS 
RENAL  ARTERY 
STENOSIS 
MESENTERIC 
INSUFFICIENCY 

• PERIPHERAL  ARTERIAL  DISEASE 

• IMPOTENCE 

WE  PROVIDE  QUALITY  NON-INVASIVE 
TESTING  INCLUDING  STATE  OF  THE 
ART  DUPLEX  SCANNING 

BILLLIE  GRAY,  RN,  RVT 

MARK  S.  ROSENBLOOM,  M.D. 

BRUCE  A.  FELLOWS,  M.D. 
DIRECTOR 

(302)  368-1130 
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DOCTORS: 

OUR 

CONDITION 


issmi 


Providing  protection  against  malpractice  lawsuits 
requires  an  insurer  in  excellent  financial  health. 

The  underwriter  behind  our  professional  liability 
program  is  CNA  Insurance  Companies,  rated  A+  by 
A.M.  Best  and  AAA  by  Standard  and  Poor’s  - the 
industry’s  highest  standards. 

You  can  enjoy  stable  conditions  in  your  daily 
practice,  as  well.  Our  loss  control  seminars 
will  show  you  how. 
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Editorials 


Members  of  the  Medical  Society  of  Delaware  are  invited  to  submit  material. 
Preferred  length  is  approximately  250-500  words.  For  further  information 
contact  the  Journal  office,  658-3957. 


"...Let  Us  Do  It  Now,  For  We  Shall  Not  Pass  This  Way  Again..." 


Unpredicted  circumstances  have  unleashed 
important  ethical,  moral,  economic,  and  political 
problems  for  Medicine  - and  we  are  confronted 
today  with  the  bleak  fact  that  more  Americans 
are  being  denied  health  care  than  ever  before. 
Despite  our  long  traditional  commitment  to  the 
concepts  of  quality  care  and  equal  access  to 
health  services,  physicians  and  hospitals  are 
finding  it  more  difficult  to  maintain  these 
principles.  The  severity  of  this  problem  in 
Delaware  is  indeed  serious.  When  compared  to 
other  community  hospitals  in  the  United  States, 
Delaware’s  hospitals  in  1988  provided  a greater 
percentage  of  free  care  - ranking  sixth  highest 
in  the  nation  in  free  care  levels.  In  comparison 
with  neighboring  mid-Atlantic  states,  Delaware 
ranked  number  one  - the  highest  percentage  of 


uninsured  people,  13%  - 15%  of  the  population 
(1984).  The  situation  is  becoming  even  more 
disturbing  because  the  demand  for  uncompen- 
sated care  in  Delaware  is  still  increasing  as 
changes  in  the  composition  of  the  work  force  are 
adding  to  the  number  of  uninsured.  It  is 
anticipated  that  60%  of  new  jobs  to  be  created  in 
the  state  will  be  low  paying  positions  without 
health  benefits. 

Traditionally,  the  costs  of  uncompensated  care 
were  shifted  to  insurers,  which  meant  that 
businesses  and  employees  paid  higher  insurance 
premiums.  Today’s  economic  climate  has  put 
severe  restraints  on  the  business  community  and 
they  are  no  longer  able  to  accept  the  increased 
costs  associated  with  uncompensated  care.  Del 
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Employers  have  come  to  realize  that  as  the 
number  of  uninsured  people  rises,  they  are  the 
ones  paying  for  it.  In  addition,  the  fiscal  realities 
born  from  the  economic  stagnation  of  the  1980s 
no  longer  allow  the  Government  to  absorb  the 
increases  in  health  care  costs.  Our  national 
productivity  per  worker  or  per  person,  which  had 
been  growing  at  a healthy  3%  per  year  in  the 
1960s,  dropped  to  0.5%  by  1979  and  was  negative 
in  the  1980s.  Worker  productivity,  of  course,  is  the 
resultant  of  worker  skill  and  effort,  and  the 
availability  and  use  of  tools,  machinery  and  other 
aids.  Thus  this  could  reflect  decreased  employer 
investment  in  equipment,  or  worker  factors  such 
as  training,  experience,  motivation  and  health. 
This  declining  worker  productivity  along  with 
the  federal  budget  increase  from  $70  billion  to 
over  $200  billion  led  to  various  cost  containment 
policies  in  order  to  balance  the  budget.  This 
momentum  by  business  and  government  to 
reduce  health  care  costs  dramatically  affected 
millions  of  people,  resulting  in  a large  population 


of  individuals  without  the  ability  to  secure  access 
to  our  health  care  system.  The  economy,  i 
therefore,  has  significantly  infringed  ourability 
as  physicians  to  maintain  our  commitment  by 
shifting  costs;  and  as  a result,  the  responsibility 
for  indigent  care  has  fallen  onto  physicians  and 
hospitals.  What  was  subsidized  care  yesterday  is 
uncompensated  care  today,  and  Medicine  bears 
the  burden. 

Medical  staff  members  determined  to  provide 
care,  along  with  hospitals  struggling  to  absorb 
additional  uncompensated  services  are  faced 
with  the  realization  that  more  and  more  people 
are  losing  access  to  needed  medical  services. 
Physicians  are  finding  themselves  caught  in  the 
dilemma  in  which  economic  pressures  are 
influencing  their  judgment  about  admissibility 
and  treatment  of  patients  presenting  for  care 
without  adequate  finances  or  insurance.  It  will 
be  far  better  for  us  to  start  to  seriously  address 
the  issue  and  become  involved  in  seeking  solu- 


DESIGNING 
YOUR  RETIREMENT 


PROGRAM 


H.  Thomas  Hollinger,  Vice  President 
NATIONAL  RETIREMENT  PLAN  SERVICES 


As  a professional  or  business  executive,  you 
assume  the  mantle  of  responsibility  for  a satis- 
fying retirement  program — for  yourself  and  your 
employees.  The  past  decade  has  brought  an 
enormous  amount  of  change  in  this  area,  from 
tax  laws  to  participation  requirements  to  vesting  schedules.  Making  sure  the  right 
people  are  covered  in  the  right  way  requires  the  services  of  professionals  skilled  in 
handling  the  complexities  of  designing— and  administering —retirement  plans. 

That’s  our  specialty,  and  leaving  this  vital  program  in  our  hands  frees  you  to 

concentrate  on  yours. 


Creative  retirement  planning  provides  a brighter  future. 


S Wilmington  Financial  Group 

201  Topkis  Building  • 100  Chapman  Road  • P.O.  Box  8118  • Newark.  Delaware  19714  • (302)  731-1326 


1072 


Del  Med  Jrl,  June  1990-Vol.  62,  No.  6 


Editorials 


tions  rather  than  to  continue  to  accept  the  burden 
of  balancing  medical  care  decisions  with  in- 
dividual affordability.  State  officials  have  started 
to  discuss  the  problem  of  the  uninsured,  although 
serious  proposals  and  a strong  commitment  by 
the  State  appear  to  be  lacking.  Be  that  as  it  may, 
health  care  financing  and  access  problems  will 
continue  to  have  detrimental  effects  on  physi- 
cians and  hospitals. 

The  formation  of  new  policies  and  the  commit- 
ment by  physicians  to  search  for  a workable  pro- 
gram remain  ethical  pursuits  for  us,  and  should 
not  be  thought  of  as  “political”  and  outside  our 
realm.  Nor  should  we  hesitate  out  of  fear  that  if 
we  formulate  a program  that  ensures  equity  we 
will  raise  economic  costs.  If  as  a nation  we  believe 
in  equity,  then  as  a society  we  should  be  willing 
to  pay  for  it  in  order  to  achieve  it.  As  physicians 
our  judgment,  capabilities,  and  insight  are 
required  in  order  to  help  formulate  a workable 
plan.  We  owe  it  to  our  profession  and  our  patients 
to  do  so.  The  choice  to  act  is  not  only  a test  of  our 


values,  but  provides  us  with  the  opportunity  to 
preserve  those  principles  we  as  physicians  hold 
true.  By  taking  this  opportunity  to  act,  we  can 
alleviate  the  financial  burdens  of  our  hospitals, 
provide  quality  care  to  patients  without  the 
conflict  of  balancing  clinical  decisions  with 
individual  affordability,  and  serve  as  a model  for 
other  state  and  professional  organizations  in  the 
nation.  If  we  continue  to  face  this  dilemma  in  the 
future,  it  will  be  because  we  have  chosen  not  to 
act. 

While  we  work  with  policy  leaders  to  ensure 
competent  and  compassionate  health  care  for  all 
Delawareans,  we  must  continue  to  provide 
appropriate  services  to  the  medically  indigent  - 
not  because  it  is  wise,  but  because  it  is  the 
vocation  to  which  we  were  called. 

Philip  Pollner,  M.D. 

Dr  Pollner  is  a practicing'  physician  in  the  Newark,  Delaware  and  Elkton, 
Maryland  area 
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Medical  Care  for  the  Un(der)insured 


wrote  off  as  virtually  “no  pay.” 


Those  who  know  Phil  Pollner  will  not  be  sur- 
prised to  read  his  editorial  contribution  above. 
Here  is  a man  who  has  never  lost  his  idealism  and 
his  commitment  to  helping  the  less  fortunate, 
even  when  it  costs  him  personally  in  both  time 
and  money.  We  can  only  admire  his  dedication. 

He  does  make  a common  error  though  in 
equating  “uninsured”  and  “underinsured”  with 
“denial  of  access”  or  “inadequate  medical  care.” 
There  may  be  a tendency  in  that  direction,  but  I 
am  old-fashioned  enough  to  firmly  believe  that 
a majority  of  my  physician  colleagues  will  still 
see  a sick  patient,  even  knowing  that  he/she  will 
not  be  paid.  The  point  to  be  made  is  that  full 
insurance  for  everyone  would  be  a way  to  benefit 
doctors  and  hospitals  - but  not  necessarily 
patients,  most  of  whom  can  be  served  anyhow. 
Indeed  universal  insurance  would  be  a bonanza 
for  the  medical  profession  just  as  Medicare/ 
Medicaid  was,  paying  for  patients  we  previously 


The  practical  drawbacks  to  universal  health 
insurance  from  my  view  are  largely  two.  First, 
like  the  mice  who  passed  the  law  that  all  cats 
must  wear  bells,  how  do  we  get  the  bell  on  the  cat? 
The  repercussions  and  dislocations  from  such  a 
drastic  change  in  mode  of  payment  for  health 
care  could  be  disastrous.  Second,  any  program 
that  gives  everyone  all  the  medical  care  they 
want  (that’s  what  equal  access  and  quality 
means)  has  the  potential  to  bankrupt  the  nation. 
The  notion  that  there  is  a long  tradition  of  equal 
access  to  medical  care  is  of  course  erroneous. 
There  has  never  been  equal  access  and  equal 
quality  for  everyone,  anywhere  on  this  earth,  to 
my  knowledge.  I should  be  delighted  to  hear  from 
anyone  some  examples  to  the  contrary. 

No,  what  is  really  needed  is  access  for  everyone 
to  a certain  defined  basic  level  of  care.  It  might 
be  a worthwhile  experiment  to  provide  coverage 
first  for  all  who  are  really  interested  in  taking 


For  Sale  By  Owner: 

2206  Kentmere  Pky 
VICTORIAN  HOME 

FEATURES:  Foyer  wainscoting, 

- Trim  Hdwd.  floors  dark  stained, 

- NEW  kit.  w/built-in  refrig., 
microwave,  Jenn-Aire  in  huge 
island  work  top. 

- Updated  systems. 

- Security  system. 

- NEW  carpet,  NEW  wallpaper. 

- CALIFORNIA  CLOSETS  systems 

- Walk-in  CEDAR  closet 

- 3rd  floor  kitchenette 

- Across  from  Del.  Art  Museum 

- U/2  blocks  to  Del.  Academy  Med. 

- 4 to  5 bedrooms,  3V2  baths, 

$600,000’s 

Call  10  - 5 P.M. 

658-7378 


What  can  you  do  for  a patient 
when  pain  takes  control  of  his  life? 
You  can  refer  your  patient  to  the 
Pain  Management  Program  at 
the  Delaware  Curative  Workshop. 


.A  DELAWARE 

Wclratjve 

^ \ WORKSHOP 

(302)  656-2521  • 1 600  Washington  Street • Wilmington,  DE  19802 


1076 


Del  Med  Jrl,  June  1990-Vol.  62,  No.  6 


Editorials 


care  of  themselves.  For  example,  full  coverage  for 
well  baby  care  and  immunizations,  and  for  any 
sick  child  whose  parents  can  document  periodic 
visits  to  the  doctor  since  birth  or  for  the  previous 
year.  If  we  want  to  do  something  about  Delaware’s 
high  neonatal  mortality  how  about  full  payment 
for  all  obstetrical  care  for  any  woman  who  starts 
her  prenatal  visits  before  the  fourth  gestational 
month. 

If  these  plans  for  uninsured  infants  and 
children  work  out,  and  the  state  finds  it  can 
handle  the  cost,  how  about  expanding  the 
program  to  include  some  important  adult 
diseases.  The  most  common  major  problems, 
especially  among  the  poor,  are  hypertension  and- 
diabetes.  How  about  full  coverage  for  the  treat- 
ment of  these  disorders  and  for  the  sequellae, 
myocardial  infarction,  stroke  and  renal  failure  IF 
(a  big  IF)  they  can  document  sustained  efforts  to 
control  their  underlying  disease.  Another  exam- 
ple might  be  payment  for  auto  accident  injuries 
incurred  at  less  than  posted  speeds  wearing  seat 
belts  with  blood  alcohol  less  than  0.05%.  Plans 
like  these,  if  implemented  one  by  one,  would 
really  control  costs  and  would  provide  a humane 
level  of  care  for  those  interested  in  taking  care  of 
themselves,  and  provide  motivation  for  sensible 
people  to  adopt  healthy  life  styles. 

E.  Wayne  Martz,  M.D. 
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MEDLAB  AND  MAYO  MEDICAL  LABORATOI 
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Mayo  Medical  Laboratory 


Medlab 


Medlab  Clinical  Testing  Inc.  has  joined  forces  with  Mayo  Medical  Laboratory  (reference  laboratory 
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• Local  STAT  service 

• Rapid  turnaround  on  routine  tests 

• Second  opinions  from  Mayo  on 
difficult  cases 


• Free  consultation  from  both  labs  on 
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The  Future  of  Nuclear  Medicine 


The  development  of  Single  Photon  Emission 
Computed  Tomography  (SPECT)  scanning,  as  Dr. 
Velchik  presented  in  his  article,  “SPECT:  An 
Update  and  Review  of  Clinical  Indications,”  in 
the  March  issue  of  the  Journal,  has  led  to  the 
rejuvenation  of  Nuclear  Medicine.  Undoubtedly, 
with  the  more  recent  advances  in  computeriza- 
tion, this  technique  will  tend  to  push  Nuclear 
Medicine  into  the  forefront  as  one  of  the  major 
medical  imaging  modalities  in  the  1990s. 
Nuclear  Medicine  imaging  differs  from  CT  and 
MRI  by  providing  a functional  assessment  of  the 
organ  as  well  as  anatomic  detail.  The  study 
consists  of  the  intravenous  injection  of  a radio- 
active isotope  which  is  specific  for  various  target 
organs,  i.e.  heart,  liver,  brain,  bone,  etc.  The  newer 
SPECT  scanning  technique  allows  the  target 
organ  to  be  imaged  in  3-dimensional  sections 
providing  diagnostic  functional  as  well  as 
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anatomic  information.  The  recent  advances  in 
computerization  have  allowed  us  to  reconstruct 
a three-dimensional  image  of  a particular  organ 
that  can  be  viewed  in  the  sagittal,  coronal  and 
transaxial  planes,  improving  the  diagnostic 
accuracy  and  sensitivity  when  compared  to  older 
type  planar  (2-dimensional)  nuclear  imaging. 

One  of  the  most  successful  applications  of 
SPECT  scanning  has  been  in  imaging  the  brain. 
The  3-diinensional  images  of  the  brain  provide  a 
better  representation  of  cerebrovascular 
perfusion  which  cannot  be  as  well  demonstrated 
with  CT  or  MRI  imaging  techniques.  SPECT 
brain  scanning  has  been  effective  in  delineating 
and  detecting  strokes  earlier  and  more  effectively 
than  CT  since  it  reflects  regional  cerebral  blood 
flow,  where  CT  depends  on  anatomic  pathology. 
The  patterns  of  cerebral  perfusion  in  SPECT 
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brain  imaging  have  also  been  helpful  in  differen- 
tiating various  dementias  whereas  CT  and  MRI 
show  nonspecific  diffuse  atrophy  and  ventricular 
enlargement.  More  specifically,  Alzheimer’s 
disease  has  shown  a characteristic  pattern  of 
decreased  bilateral  perfusion  in  the  parietal 
temporal  areas  which  has  helped  separate  these 
patients  from  patients  with  other  dementias  such 
as  multi-stroke  dementia  which  demonstrate 
segmental  areas  of  decreased  perfusion. 

SPECT  scanning  has  also  played  a major  role 
in  nuclear  cardiology  in  the  detection  of  myocar- 
dial infarctions  and  in  evaluating  coronary 
artery  disease.  Three-dimensional  stress  SPECT 
heart  scanning  has  been  proven  to  be  superior  to 
conventional  planar  imaging  in  evaluating 
coronary  ischemia,  especially  in  demonstrating 
individual  coronary  lesions. 

The  ability  to  obtain  3-dimensional  tomograms 
of  the  liver  has  enhanced  the  detection  of  small 
parenchymal  lesions  such  as  metastatic  disease. 


Similar  findings  can  be  obtained  in  the  kidney  to 
evaluate  for  small  renal  masses  offering  better 
accuracy  with  SPECT  imaging  than  with  conven- 
tional planar  imaging. 

Recently  SPECT  bone  scanning  has  gained 
acceptance  in  evaluating  spondylolisthesis  of  the 
lumbar  spine,  temporomandibular  joint 
pathology  and  in  assessing  the  etiology  of  chronic 
knee  pain. 

Single  Photon  Emission  Computed 
Tomography  (SPECT)  will  certainly  continue  to 
gain  acceptance  as  an  excellent  imaging  techni- 
que as  the  clinical  applications  continue  to 
increase.  SPECT  scanning,  with  the  ability  to 
study  anatomic  function  of  specific  target  organs 
with  improved  resolution  in  3 dimensions,  will 
continue  to  develop  as  a major  diagnostic  imag- 
ing modality  for  the  future. 

Steven  L.  Edell,  D.O. 
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The  Delaware  Medical  Journal  has  two  shelves  of  books  waiting  for  reviewers  to  come  pick  them 
up.  For  the  price  of  a book  review,  the  reviewer  may  keep  the  book.  The  Journal  office  is  open 
8:30  a.m.  - 5:00  p.m.  Monday  through  Friday.  Drop  by  and  browse  the  shelves.  If  you  wish  to  have 
a book  ordered  for  review,  contact  Bill  Jaffee  or  call  the  Journal  office  at  658  7596. 


William  L.  Jaffee,  M.D.,  Book  Review  Editor 


Internal  Medicine,  third  edition,  edited  by  J.H. 
Stein.  Little,  Brown  and  Co.,  Boston,  1990,  2688 
pp.,  $95. 

I found  this  book  to  be  current,  comprehensive, 
and  well  organized  in  its  approach  to  the  study 
of  internal  medicine.  It  combines  the  old  stand- 
ards with  the  newer  concepts  in  medicine.  The 
text  uses  a systems  approach  to  teach  the  essen- 
tials of  the  discipline  of  medicine.  It  is  not  only 
well  written,  but  extremely  readable.  It  presents 
the  system  to  be  evaluated  and  then  breaks  this 


study  into  its  various  components.  The  authors 
begin  with  an  explanation  of  the  pathophysiology 
of  the  organ  system  being  studied  and  then  con- 
tinue to  add  the  building  blocks  leading  to  ac- 
curate and  efficient  diagnoses.  They  present  the 
appropriate  and  most  efficacious  lab  studies  and 
follow  this  in  making  a diagnostic  decision. 
Finally,  the  author  turns  to  a discussion  of 
specific  disease  entities  in  a thorough  and 
encyclopedic-type  presentation.  With  each  sec- 
tion the  authors  are  careful  to  give  various  ac- 
cepted treatment  modalities  and  comment  on 
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their  relative  effectiveness  by  tying  their 
mechanism  of  action  into  the  pathophysiology  of 
the  problem.  This  allows  the  reader  greater  ac- 
cess to  information  and  easier  recall  because  of 
one’s  enhanced  understanding  of  the  over  all 
process. 

I found  the  sources  in  this  text  to  be  a well 
represented  body  of  authorities  who  represent  ex- 
perts in  their  respective  fields,  and  in  many  cases, 
researchers  bringing  the  newest  accepted- 
developments  in  their  areas  of  expertise.  These 
authorities  are  from  many  prestigious  institu- 
tions across  the  country.  Therefore,  this  gives  an 
excellent  cross-section  of  opinions  from  the  entire 
United  States.  Because  these  experts  are 
members  of  large  teaching  institutions,  their 
skills  in  communication  are  refined,  which  is 
readily  appreciated  by  the  ease  with  which  this 
book  is  read  and  understood. 

The  color  plates  which  are  provided  represent 
an  excellent  selection  of  the  most  frequently  seen 
pathology  in  the  sections  under  study.  The  G.I. 
section,  for  example,  provides  color  plates  of  a 
lower  esophageal  ring,  cancer  of  the  stomach, 
reflux  esophagitis,  duodenal  ulcer,  varices, 
sigmoid  carcinoma,  gastric  ulcer,  and  villous 
adenoma.  These  plates  are  distinct  and  excellent 
reproductions  which  provide  excellent 
photographs  for  one  to  associate  with  the 
literature’s  description  of  the  disease  in  question. 

This  book  makes  smooth  transitions  in  its 
discussions  of  the  various  topics  and  provides 
many  diagrams  and  charts  to  assist  the  reader  in 
both  visualizing  and  condensing  the  large  body 
of  information  for  further  use.  Its  discussion  on 
hemodynamics  is  an  excellent  example  of  the 
above  methodology  in  teaching  and  reaffirming 
ideas.  It  presents  information  through  various 
diagrams,  charts,  and  calculations  in  an  easy  to 
understand  fashion. 

In  general,  I found  this  to  be  an  excellent 
reference  book  as  well  as  a study  tool  for  medical 
students,  residents,  and  practicing  physicians.  I 
plan  to  use  it  as  my  book  of  reference  whenever 
questions  arise. 


Thomas  E.  Finucan,  Jr.,  M.D. 


Transcendence  of  Loss  over  the  Life  Span,  by 
Patricia  Weenolsen.  Hemisphere  Publishing  Cor- 
poration, New  York,  1988,  559  pp.,  $70.00. 


The  author  of  this  book  holds  M.A.  and  Ph.D. 
degrees  in  social  science  and  psychology,  and 
teaches  at  the  University  of  California,  Santa 
Cruz,  where  she  does  research  on  life  span 
development  and  death  and  dying. 


In  this  very  thoughtful  book,  Dr.  Weenolsen  ex- 
amines the  way  people  overcome  great  personal 
loss  and  re-establish  meaningful  lives.  She  il- 
lustrates this  by  forty -eight  specific  and  detail- 
ed case  histories;  each  one  is  followed  by  a discus- 
sion and  interpretation  of  the  psycho-social 
mechanisms  involved. 


Early  on,  the  author  asks  how,  in  a life  filled 
with  loss  and  ending  in  death,  do  individuals  find 
the  courage  to  go  on?  She  shows  in  her  forty -eight 
case  histories  that  we  can  never  completely  get 
over  a great  loss  in  the  sense  of  cancelling  out  its 
effects,  but  that  our  losses,  and  the  process  of 
transcendence  over  those  losses,  become  part  of 
what  we  are.  She  insists  that  life  span  develop- 
ment is  the  continuous  overcoming,  or 
transcendence  of  loss,  and  that  people  create  for 
themselves  in  that  struggle  meaningful  lives  and 


SUPER 
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Our  Money  Market  accounts 
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selves  with  improved  relationships  to  significant 
others  and  to  society. 

This  is  a valuable  book  for  all  primary  care 
physicians  to  read,  to  help  them  understand  and 
treat  the  whole  patient. 

David  Platt,  M.D. 

Illustrated  Handbook  of  Drug  Abuse,  Recognition 
and  Diagnosis,  by  Howard  S.  Robin,  M.D.  and 
Joseph  B.  Michelson,  M.D.,  F.A.C.S.  Year  Book 
Medical  Publisher,  Inc.,  Chicago,  1988,  187  pp. 

This  handy  pocket  size  book  starts  with  the 
story  of  drug  use  in  medical  practice  and  religious 
ritual  in  other  cultures,  beginning  with  the 
Sumerians  around  3000  B.C.  Then  it  describes 
present  day  drug  problems  with  the  use  of  drugs 
secondary  to  alienation  and  stress,  with  con- 
sideration of  genetic,  psychologic,  and  cultural- 
environmental  factors.  Morphine,  it  says,  was  in- 
troduced originally  to  cure  opium  addiction,  then 
heroin  to  cure  morphine  addiction  (now 
methadone  to  cure  heroin  addiction)  [book 
reviewer’s  addition]. 


This  book  is  not  intended  as  a comprehensive 
text  of  substance  abuse,  but  as  a handy  reference 
atlas  to  help  practicing  physicians  recognize, 
treat,  and  prevent  drug  abuse 

Each  chapter  deals  with  the  complications  of 
drug  abuse  in  one  of  the  following  systems:  der 
matologic,  ophthalmic,  cardiovascular, 
pulmonary,  hepatic,  renal,  obstetric,  and  central 
nervous.  Then  there  is  a separate  chapter  on 
AIDS. 

Instead  of  a detailed  text,  the  authors  use 
photographs  of  anatomic  and  clinical  pathology, 
photomicrographs,  radiographs,  EKG’s,  and 
tables  of  descriptive  clinical  features.  There  are 
hundreds  of  pictures,  many  in  color. 

The  authors  have  succeeded  in  their  goal  of 
creating  a compact,  handy  reference  to 
familiarize  busy  practicing  physicians  with  the 
complications  of  drug  abuse. 


David  Platt,  M.D. 


AUTOMATED  CLINICAL,  REPORT  WHIT 
ELIMINATES  THE  DICTATION-TRANSCRIBER  PROS 
FOR  PRIVATE  PRACTICE  OR  CLINIC 

• COMPLETE  REPORTS  CREATED  IN  MINUTES  BY 
THE  PRACTICING  PHYSICIAN 

• CUSTOM  PACKAGES  FOR:  internal  medicine 

FAMILY  PRACTICE 
□ B/GYN 
RADIOLOGY 
EMERGENCY  MEDICINE 
E.E.G. 

ORTHOPEDICS 
PEDIATRICS 
SURGERY 
ANESTHESIOLOGY 
CARDIOLOGY 

• PROGRAMS  CUSTOMIZED  TO  YOUR  WRITING/DICTATION  STYLe/\ 

• RETREIVE  REPORTS  BY  DATABASE  CATEGORIES 

• ALL  PROGRAMS  REQUIRE  STANDARD  PC  AND  PRINTER 


FOR  MORE  INFORMATION  CONTACT. 

MEDICAL  INTELLIGENCE  - 219  WALNUT  PLACE  - HAVERTOWN,  PA  1 9033 

PHONE  [2  15]  B53-1902 
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AMA  WORKSHOPS  The  AMA  Department  of  Practice  Management  sponsors  workshops  nation- 
wide for  physicians  entering  practice  or  planning  retirement,  or  for  office 
staff.  The  planned  schedule  for  these  is  indicated  below.  If  you  wish  to  at- 
tend or  send  members  of  your  office  staff  you  can  get  more  detailed  infor- 
mation by  writing  to  the  Department  of  Practice  Management,  AMA,  535 
North  Dearborn  Street,  Chicago,  Illilnois  60610,  or  by  calling  (312)  645-4958. 


Workshops  for  Young  Physicians 

Summer/Fall  1990 


Location 

Joining  a Partnership 

Starting  Your  Practice 
or  Group  Practice 

New  York,  N.Y. 

July  12  (afternoon) 

July  13-14 

Chicago/AMA 

July  26  (afternoon) 

July  27-28 

Chicago/AMA 

Aug.  23  (afternoon) 

Aug.  24-25 

New  Orleans,  LA 

Sept.  6 (afternoon) 

Sept.  7-8 

Cherry  Hill,  NJ 

Sept.  6 (afternoon) 

Sept.  7-8 

Chicago/AMA 

Sept.  23  (morning) 

Sept.  21-22 

Chicago/AMA 

Oct.  18  (afternoon) 

Oct.  19-20 

Albuquerque,  NM 

Nov.  1 (afternoon) 

Nov.  2-3 

New  York,  NY 

Nov.  8 (afternoon) 

Nov.  9-10 

Chicago/AMA 

Nov.  15  (afternoon) 

Nov.  16-17 

San  Francisco,  CA 

Nov.  15  (afternoon) 

Nov.  16-17 

Chicago/AMA 

Dec.  13  (afternoon) 

Dec.  14-15 
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Workshop  for  Established  Physicians 

Summer/Fall  1990 


Locations  and  dates  for  “Gearing  Up  for  Retirement” 


Location 

Date 

Location 

Date 

Chicago/AMA 

Julyl  20 

Dallas,  TX 

October  21 

New  York,  NY 

July  21 

Washington,  DC 

October  28 

Cherry  Hill,  NJ 

August  12 

Miami,  FL 

November  4 

Chicago/AMA 

August  17 

Chicago/AMA 

November  10 

Chicago/AMA 

September  15 

Pinehurst,  NC 

November  11 

Palm  Springs,  CA 

September  16 

San  Francisco,  CA 

November  18 

Tampa,  FL 

September  30 

New  York,  NY 

December  1 

Chicago/AMA 

October  13 

Chicago/AMA 

December  8 

Atlanta,  GA 

October  13 

Prime  Medical  Office  Space 
2323  Pennsylvania  Avenue 
Wilmington,  DE  19806 

FOR  LEASE 

Approximately  850  sq.  ft. 

Open  for  inspection 
All  inclusive  services 
Centrally  located  to  all  hospitals 
Handicap  access  (elevator) 

88  parking  spaces 
Multi-specialty  building  - 
100%  owner  occupied 
$1,000.00  per  month 

Phone  654-6370 


COMMITMENT 
WITH  COMPASSION 
...  That’s  Tilton  Terrace 

When  you  refer  your  acute  or 
chronically  ill  patients  to  Tilton 
Terrace  for  skilled  nursing  home 
care,  you  may  be  assured  that 
the  care  will  be  of  the  highest 
quality.  Call  302/652-3861  to 
expedite  admission. 


80 1 N.  Broom  Street 
Wilmington,  Delaware  19806 
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Medical  Office  Staff  Workshops 

Summer/Fall  1990 


Location 

Insurance 
Processing 
and  Coding 

ICD-9  Coding 
For  Doctors’ 
Offices 

Advanced 
CPT-4  Coding 
(morning) 

Medical 

Collections 

Management 

(afternoon) 

Business  Side 
of  Medicine 

Chicago/AMA 

July  10 

July  11 

July  12 

July  12 

July  13 

Chicago/AMA 

Aug.  7 

Aug.  8 

Aug.  9 

Aug.  9 

Aug.  10 

Cherry  Hill,  NJ 

Sept.  10 

Sept.  11 

Sept.  12 

Sept.  12 

Sept.  13 

Chicago/AMA 

Sept.  11 

Sept.  12 

Sept.  13 

Sept.  13 

Sept.  14 

Tampa,  FL 

Sept.  25 

Sept.  26 

Sept.  27 

Sept.  27 

Sept.  28 

Chicago/AMA 

Oct.  9 

Oct.  10 

Oct.  11 

Oct.  11 

Oct. 12 

New  Orleans,  LA 

Oct.  16 

Oct.  17 

Oct.  18 

Oct.  18 

Oct.  19 

New  York,  NY 

Oct.  23 

Oct.  24 

Oct.  25 

Oct.  25 

Oct.  26 

Chicago/AMA 

Nov.  6 

Nov.  7 

Nov.  8 

Nov.  8 

Nov.  9 

Detroit,  MI 

Nov.  13 

Nov.  14 

Nov.  15 

Nov.  15 

Nov.  16 

Chicago/AMA 

Dec.  4 

Dec.  5 

Dec.  6 

Dec.  6 

Dec.  7 

Baltimore,  MD 

Dec.  4 

Dec.  5 

Dec.  6 

Dec.  6 

Dec.  7 

STILL  POND  CREEK 

RELAX  on  a 20  acre, 

433  foot  waterfront  homesite 
on  placid  Still  Pond  Creek. 
Just  a few  minutes  by  boat 
to  the  Bay.  Five  feet  at  MLT 
100  feet  out.  The  building  site 
affords  a 180  degree  vista  of  Still 
Pond.  Just  an  hours  drive  from 
Wilmington. 

Call  for  more  details. 

Exclusive  with 


WILLIAM  H. 

NORRIS 

REAL  ESTATE.  INC. 

P.O.  BOX  253,  CHESTERTOWN,  MD  21620 

778-6901  or  758-3066 


finding  a reliable  medical  equipment 
company.  But  CONFIDENCE  and  TRUST  are 
the  ‘magic  ’ words  of  MASTER  CARES  service. 
Because  your  patients  are  our  first  concern , 
we  find  products  for  the  patient . . . not 
patients  for  the  product. 


Showroom:  Old  Baltimore  Pike  Ind.  Pk. 
83  Albe  Dr.  Newark,  DE 
Call  the  CARELINE  (302)  368*5300 
NJ  (609)  299*3224 
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President 


The  Medical  Practices  Act 


On  Wednesday  afternoon  May  30,  1990,  the 
! State  Senate  approved  House  Bill  No.  Ill  (HB 
111)  with  amendments  supported  by  the  Medical 
Society  of  Delaware.  This  legislation,  which  passed 
without  the  amendments  in  the  House  of 
Representatives  during  the  first  session,  passed 
with  the  amendments  in  the  House  and  on 
Thursday,  June  7 was  signed  into  law  by  Gover- 
nor Castle. 

During  the  process  the  press  wrongly 
suggested  that  the  Medical  Society  reneged  on 
agreements  made  during  the  first  session 
negotiations.  What  occurred  was  that  the  Senate, 
because  of  the  pressures  of  other  business,  did  not 
find  the  time  to  enact  HB  111  during  the  first 
session.  It  is  as  simple  an  explanation  as  that. 
Between  the  two  sessions,  the  Federation  of  State 
Medical  Boards  of  the  United  States  released  a 
proposal  of  a “model”  medical  practices  act. 
Much  of  HB  111  was  part  of  this  “model,”  but 
there  were  many  features  of  the  “model”  that 
would  enhance  HB  111  and,  if  enacted,  put  the 
Delaware  Legislature  first  in  the  approval  of  a 
modern  and  enlightened  act  that  would  provide 
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utmost  protection  to  the  public  as  well  as  fair 
hearing  to  the  physician. 

With  the  knowledge  of  the  legislative  leader- 
ship, a committee  of  physicians  representing  the 
Medical  Society  and  the  Board  of  Medical 
Practice  developed  a total  rewrite  of  the  State’s 
Medical  Practices  Act  incorporating  the  best 
aspects  of  HB  111,  the  current  statute,  and  the 
Federation’s  proposal. 

Numerous  meetings  were  held  with  legislative 
leaders  to  gain  support  for  this  total  rewrite,  but 
by  May  1,  1990,  it  became  evident  that  such 
comprehensive  legislation  would  not  make  it 
through  the  legislative  process  this  session.  At 
that  time  arduous  negotiations  were  undertaken 
to  amend  HB  1 1 1 in  order  to  preserve  peer  review 
immunity  that  had  been  inadvertently 
eliminated  by  HB  111  and  to  require  a 
unanimous  vote  of  the  Hearing  Panel  to  proceed 
with  a Board  disciplinary  hearing  rather  than 
the  proposed  majority  vote  (two-thirds).  The  latter 
seemed  only  fair,  since  jurisprudence  requires 
unanimity  of  vote  by  other  “juries,”  that  those 
judging  physicians  should  be  governed  similarly. 
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Other  features  of  HB  111  are: 

o Increasing  the  size  of  the  Board  to  16  with  5 
lay  members  (31%  lay  members,  one  of  the 
largest  percentages  in  the  nation). 

o Increased  discretion  by  the  Governor  in  Board 
selections.  The  Society  can  still  suggest. 

o A decrease  in  the  number  of  consecutive  terms 
a Board  member  can  serve  from  4 to  3 (12  to 
9 years). 

o Compliance  with  the  Freedom  of  Information 
Act,  when  a formal  Board  disciplinary  hearing 
is  indicated. 

o A relaxing  of  the  rules  for  waiver  of  Board 
rules  for  the  technical  deficiency  of  an  appli- 
cant by  allowing  for  such  a waiver  with  a 
three-fourths  vote  rather  than  requiring  a 
unanimous  vote. 

o Provision  for  the  activities  of  the  Executive 
Director’s  position  as  the  administrator  of  the 
Board  and  the  organizer  of  Board  investiga- 
tions of  complaints  against  physicians. 

o Immunity  for  persons  making  formal  com- 
plaints to  the  Board. 

o Provision  for  the  use  of  investigators  of  the 
Division  of  Administrative  Services  for 
investigation  of  complaints  against  physi- 
cians. The  investigating  team  would  be  the 
Executive  Director,  a Board  member,  and  an 
investigator. 

My  thanks  to  Tik  Tikellis,  Vince  Lobo,  and  Lee 
Buckler  as  well  as  support  from  Jorge  Pereira- 
Ogan,  Ned  Davis  and  Mark  Meister.  A very 
special  thanks  is  reserved  for  Steve  Permut,  who 
presented  our  position  on  the  amendments  most 
eloquently  on  the  floor  of  the  Senate. 


Vascular 
Laboratories 
of  Delaware 


MEDICAL  ARTS  PAVILION 
SUITE  112 

4745  STANTON  OGLETOWN  ROAD 
NEWARK,  DE  19713 


OUR  LABORATORY  OFFERS  STUDIES 
TO  EVALUATE: 

• VENOUS  - DIAGNOSIS  OF  DVT 

VALVULAR  INCOMPETENCE 

• Cerebrovascular  - carotid 

disease 

• ABDOMINAL  - EVALUATES 

ANEURYSMS 
RENAL  ARTERY 
STENOSIS 
MESENTERIC 
INSUFFICIENCY 

■ 

• PERIPHERAL  ARTERIAL  DISEASE 

• IMPOTENCE 

WE  PROVIDE  QUALITY  NON-INVASIVE 
TESTING  INCLUDING  STATE  OF  THE 
ART  DUPLEX  SCANNING 

BILLLIE  GRAY,  RN,  RVT 

MARK  S.  ROSENBLOOM,  M.D. 

BRUCE  A.  FELLOWS,  M.D. 
DIRECTOR 

(302)  368-1130 
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“UUe  moke  the  difference" 


5ALLVA.  HOOVER,  R.P.T. 

>HVSICm  TH€finPV  nSSOCIflT€S 


M€DICRR€  Certified 
Ihrsyler  & G.M.  Approved 


1.  SPINE-RELATED  PROBLEMS 

CERVICAL  • L/S  • T.MJ. 

WORK  HARDENING 
BACK  SCHOOL 
WORK  CRPRCITV  EVAL. 

2.  SPORTS  MEDICINE 

CVB€X  11+  EXTREMITV 
CVB€X  BACK  MACHINE 
CVBCX  EXERCISE  EQUIP. 

FITNESS  EVRLS. 

3.  ARTHRITIS  RELATED  DISEASES 

HIP,  KNEE  & FOOT 

4.  SWIM  THERAPV 


"3"  MODERN  LOCATIONS  TO  SERVE  VOU 


700  Newport  Gop  Pike 
Wilmington 
994-1800 


Kelwoy  PI 020 
314  E.  Moin  Street 
Newark 
737-9465 


635  Churchmon's  Rood 
Christiono/Nework 
737-9469 


The  choices  you  make  now 
may  make  all  the  difference  later. 


The  decisions  you  make  in  a crisis  will  have  a 
lasting  impact  on  your  patient's  health.  In  the 
same  way,  the  medical  malpractice  insurer  you 
choose  now  may  make  all  the  difference  to  your 
professional  and  financial  well-being  in  the 
years  ahead. 

When  you  choose  Princeton,  you're  choosing  a 
company  with  a solid  track  record.  A company 
with  years  of  experience  providing  professional 
liability  insurance  for  physicians,  and  a history 
of  successfully  defending  policyholders  against 
meritless  claims. 

You're  also  choosing  a company  that's  flexible 
enough  to  design  policies  that  meet  your 
individual  coverage  needs.  Our  innovative 
Occurrence  Plus  policy,  for  example,  combines 


the  best  features  of  standard  occurrence  and 
claims-made  and  offers  you  the  broadest 
insurance  protection  available. 

And  coverage  is  only  half  the  story.  Princeton 
has  seasoned  specialists  working  on  your  behalf 
— specialists  who  know  health  care  and  insur- 
ance — so  service  is  prompt  and  professional. 
Plus,  our  team  of  risk  management  consultants 
is  ready  to  answer  your  questions,  or  arrange  on- 
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GRAND  ROUNDS 


Bronchiolitis  Obliterans  Organizing  Pneumonia 


Leonard  Lang,  M.D. 


CASE  PRESENTATION 

Mary  DeShields,  M.D. 


L.S.  is  an  82-year-old  black  female  who  is  stat  us 
post  right  lower  extremity  amputation  for  mesen- 
chymal sarcoma  of  the  right  thigh  in  1984,  with 
a history  of  pernicious  anemia,  and  well- 
controlled  hypertension.  She  was  doing  well  un- 
til seven  days  before  admission  when  she  noted 
a non-productive  cough  and  dyspnea  on  minimal 
exertion.  Chest  x-ray  revealed  right  upper  lobe, 
left  upper  lobe,  and  left  lower  lobe  infiltrates  with 
bilateral  pleural  effusions  (Figure  1),  new  within 
the  last  two  months.  The  patient  had  no  recent 
weight  loss  or  change  in  appetite.  She  denied 
hemoptysis,  fever,  chills,  night  sweats  or  exposure 
to  tuberculosis.  There  was  no  history  of  or- 

Dr.  Lang  is  a member  of  the  Senior  Staff,  Section  of  Pulmonary  Diseases,  Depart 
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thopnea  or  paroxysmal  nocturnal  dyspnea,  and 
no  edema  or  pain  in  the  remaining  leg. 

Past  history  was  pertinent  for  the  mesen- 
chymal sarcoma  which  was  diagnosed  in  1979 
and  was  treated  initially  with  three  local  exci- 
sions and  radiation  therapy.  Recurrence  in  1984 
necessitated  amputation.  Medications  included 
labetalol,  pentoxifylline,  vitamin  B12  injections, 
calcium  and  potassium  supplements,  and  naprox- 
en sodium.  The  patient  had  a history  of  hives  to 
cephalexin.  She  did  not  drink  or  smoke  and  had 
no  pets.  She  lived  alone  and  was  self-sufficient. 
She  had  no  history  of  exposure  to  toxic  inhalants. 

On  physical  examination  the  temperature  was 
normal,  and  the  respiratory  rate  was  36  breaths 
per  minute.  She  developed  significant  dyspnea 
when  attempting  to  undress.  Her  lungs  were 
resonant  to  percussion,  and  there  were  decreased 
breath  sounds  at  both  bases.  Faint  crackles  were 
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heard  in  the  left  lower  lung  without  wheezes  or 
rhonchi.  The  remainder  of  the  examination, 
including  the  heart  and  left  lower  extremity,  was 
normal. 


Figure  1.  Chest  x-ray  of  patient  #1  showing 
right  upper  lobe,  left  upper  lobe,  and  left  lower 
lobe  infiltrates. 


In  addition  to  the  chest  x-ray,  abnormal 
laboratory  studies  included  arterial  blood  gases, 
which  revealed  a pH  of  7.50,  pC02  25.4,  p02  53 
(91%  saturation)  on  room  air.  A complete  blood 
count  was  normal. 

After  admission  the  patient  was  empirically 
treated  with  erythromycin  with  no  clinical 
response.  Thoracentesis  yielded  a transudative 
fluid  containing  reactive  mesothelial  cells. 
Angiotensin  converting  enzyme  levels  and 
hypersensitivity  pneumonitis  screens  were 
negative.  Fiberoptic  bronchoscopy  performed  on 


day  five  revealed  no  endobronchial  lesions,  blood, 
or  purulence.  Transbronchial  biopsy  showed  in- 
terstitial pneumonitis  and  fibrosis. 

The  patient’s  resting  hypoxia  and  infiltrates 
persisted,  with  sputum  cultures  negative  for 
bacteria,  acid  fast  bacillus,  or  fungus.  On  day  23 
she  underwent  an  uncomplicated  open  lung  biop- 
sy which  revealed  interstitial  pneumonitis  with 
bronchiolitis  obliterans.  Patchy  areas  of  organiz- 
ing pneumonia  were  seen.  She  was  started  on 
1 mg/kg/day  of  prednisone  and  was  discharged  on 
day  36  in  stable  condition.  Currently,  Five  months 
later,  her  dyspnea  has  resolved,  her  p02  on  room 
air  is  70,  and  her  chest  x-ray  has  shown  partial 
clearing  of  the  previously  described  infiltrates. 
Her  prednisone  is  slowly  being  tapered. 

DISCUSSION 
Leonard  Lang,  M.D. 

The  above  case  illustrates  important  aspects  of 
the  entity  called  bronchiolitis  obliterans  organiz- 
ing pneumonia.  I am  going  to  present  a second 
case  of  this  disease.  The  patient  was  a healthy 
19-year-old  male  student  who  lifted  weights  for 
recreational  purposes.  He  sought  medical  atten- 
tion after  hurting  his  shoulder  weight  lifting.  His 
doctor  obtained  x-rays  and,  incidentally,  a mass 
lesion  was  noted  in  the  left  lung  (Figure  2).  He  was 
referred  to  me  because  of  the  abnormal  chest 
x-ray.  He  was  big  and  brawny  and  was  completely 
asymptomatic  prior  to  his  shoulder  injury.  His 
past  history  was  significant  for  wheezing 
throughout  childhood.  This  had  never  interfered 
with  his  activities,  and  he  was  on  minimal 
antibronchospastic  medications.  Physical 
examination  and  laboratory  testing  were 
completely  normal.  A tuberculin  test  was 
negative.  In  a series  of  follow-up  x-rays,  the  lesion 
fluctuated  in  appearance.  CT  scan  was  confir- 
matory of  a mass  lesion  containing  areas  of 
radiolucency  suirounded  by  a rim  of  tissue  (Figure  3). 
Most  observers  felt  that  this  was  most  likely 
inflammatory  in  nature,  but  some  suspected  an 
atypical  sequestration.  A thoracotomy  was 
performed,  and  a 4 cm  by  6 cm.  lesion  was  resected 
which  was  found  to  be  secondaiy  to  bronchiolitis 
obliterans  organizing  pneumonia.  He  had  an 
uneventful  recovery,  and  in  spite  of  having  no  other 
treatment,  he  has  had  no  further  problems. 
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Figure  3.  CT  scan  of  the  lung  lesion  in  patient  #2 
showing  a mass  lesion  in  the  left  lower  lobe  with 
areas  of  radiolucency  surrounded  by  a rim  of 
tissue. 


characteristics  of  bronchiolitis  obliterans 
organizing  pneumonia. 

Mark  Mitchell,  M.D. 

Bronchiolitis  obliterans  is  a pattern  of  reaction 
seen  in  the  lung  in  response  to  a variety  of  nox- 
ious stimuli;  it  is  not  a disease.  Most  cases  are 
idiopathic  or  occur  in  patients  with  collagen 
vascular  diseases,  especially  rheumatoid  ar- 
thritis. Histopathologically,  one  sees  edematous, 
young-appearing  granulation  tissue  which  forms 
polypoid  masses  in  distal  bronchioles  (Figure  4). 
The  granulation  tissue  often  extends  into 
alveolar  air  spaces,  where  it  may  have  an  onion 
skin  appearance  on  histologic  cross-section 
(Figure  5).  The  pathologic  diagnosis  of  bron- 
chiolitis obliterans  is  easy  to  make,  but  the 
historical  significance  of  the  diagnosis  in  any  par- 
ticular case  may  be  unclear. 

Pulmonologists  and  pathologists  have  a varie- 
ty of  opinions  concerning  the  lesion.  Some 
authors  use  the  expression  “bronchiolitis 
obliterans  with  organizing  pneumonia”  as  a 
synonym  for  bronchiolitis  obliterans.1  Others 
have  maintained  that  bronchiolitis  obliterans 
organizing  pneumonia  is  a separate  clinical 
disease  entity  which  is  more  likely  to  respond  to 
steroid  therapy  than  bronchiolitis  obliterans.2 
Dr.  Lang  will  discuss  in  detail  the  work  in  which 
this  hypothesis  is  presented. 

Dr.  Lang:  Bronchiolitis  obliterans  is  a pathologic 
diagnosis  in  which  plugs  of  granulation  tissue 
and  fibrosis,  usually  involving  terminal  airways 
(both  bronchioles  and  alveolar  ducts)  are  seen  in 
lung  tissue.  As  Dr.  Mitchell  has  indicated,  it  is 
thought  to  be  the  end  result  of  a variety  of  initial 
insults  to  small  airways.  Previously,  this  disorder 
was  classified  along  with  other  interstitial 
pneumonias,  and  the  clinical  characteristics  and 
course  were  felt  to  be  similar.  Epler  et  al  recent- 
ly separated  bronchiolitis  obliterans  into  five 
categories:3  (1)  toxic-fume  bronchiolitis 
obliterans,  (2)  postinfectious  bronchiolitis 
obliterans,  (3)  bronchiolitis  obliterans  associated 
with  connective  tissue  disease,  (4)  localized  lesion 
with  bronchiolitis  obliterans,  and  (5)  idiopathic 


With  these  two  cases  in  mind,  Dr.  Mark 
Mitchell  will  now  talk  about  the  pathologic 
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bronchiolitis  obliterans  with  organizing 
pneumonia,  seen  in  today’s  cases.  He  suggested 
that  patients  with  idiopathic  bronchiolitis 
obliterans  organizing  pneumonia  have  a more 
benign  course  than  those  with  usual  interstitial 
fibrosis.2 


Figure  4.  Pathologic  lung  tissue  in  a patient 
with  bronchiolitis  obliterans.  Granulation 
tissue  forms  polypoid  masses  in  the  distal 
bronchioles. 


*%?■/.** 


Figure  5.  Cross-section  of  the  lung  in  a patient 
with  bronchiolitis  obliterans.  Granulation 
tissue  in  the  alveolar  air  spaces  resembles  an 
onion. 


This  disorder  is  not  new;  it  was  identified  in- 
itially in  the  German  literature  in  1901. 4 In 
1969  Liebow  and  Carrington ' described  an  enti- 
ty which  they  called  bronchiolitis  interstitial 


pneumonia  in  which  bronchiolitis  obliterans  was 
noted  to  be  associated  with  an  organizing 
pneumonia,  identical  to  the  cases  described  to- 
day. In  1973  Gosinkh  described  52  cases  of  bron- 
chiolitis obliterans,  some  of  which  also  had 
organizing  pneumonia  microscopically.  In  1983 
Seggev'  reported  the  results  of  detailed 
physiologic  studies  in  3 patients  with  bron- 
chiolitis obliterans  and  organizing  pneumonias. 
In  the  same  issue  of  Chest  Epler2  commented  on 
the  entity  in  an  editorial,  and  in  1985,  he  and  his 
colleagues  at  the  Massachusetts  General 
Hospital  published  a study  in  the  New  England 
Journal  of  Medicine 2 in  which  the  clinical 
features  of  bronchiolitis  obliterans  organizing 
pneumonia  are  described. 

Epler  reviewed  2500  open  lung  biopsies  inter- 
preted over  a 30-year  period.  He  found  67  cases 
in  which  bronchiolitis  obliterans  was  mentioned 
in  the  pathology  report.  From  these  67  cases,  he 
identified  57  in  whom  there  was  an  associated 
organizing  pneumonia.  In  50  out  of  57  cases, 
there  was  no  apparent  etiology,  much  like  the  pa- 
tients presented  today.  Two  patients  had  a history 
of  previous  toxic  inhalation,  and  five  patients  had 
an  associated  connective  tissue  disease.  The 
pathologic  diagnosis  which  had  been  previously 
assigned  to  these  open  lung  biopsies  was  that  of 
idiopathic  pulmonary  fibrosis,  a disorder  which 
has  a progressive  course  to  death  and  is 
unresponsive  to  treatment.  Epler ’s  article  deals 
primarily  with  the  clinical  features  of  the  50  pa- 
tients who  were  felt  to  have  idiopathic  bron- 
chiolitis obliterans  organizing  pneumonia. 

These  patients  were  singled  out  from  the  usual 
patients  with  bronchiolitis  obliterans  or  in- 
terstitial fibrosis  because  of  differences  noted  on 
pathologic  specimens.  All  had  bronchiolitis 
obliterans  as  well  as  patchy  extension  of  the 
organization  tissue  into  the  alveolar  spaces.  In 
the  50  with  idiopathic  disease,  the  appearance  of 
the  granulation  plugs  was  remarkably  uniform, 
suggesting  that  the  insult  had  occurred  at  one 
time. 

The  patients  with  idiopathic  bronchiolitis 
obliterans  organizing  pneumonia  also  had  a 
relatively  homogeneous  clinical  picture.  The 
characteristics  and  presenting  symptoms  are 
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shown  in  Table  1 Of  note,  greater  than  half 
presented  with  cough  or  flu-like  symptoms, 
which  suggests  a viral  etiology.  The  duration  of 
symptoms  varied  from  less  than  one  month  to 
greater  than  three  months,  probably  difficult  to 
determine  precisely  because  of  the  subtle  nature 
of  the  symptoms  in  these  patients.  Physical  find 
ings  were  non-specific.  Unilateral,  or  more  com 
monly,  bilateral  crackles  were  heard  in  60  per 
cent  of  patients,  and  wheezing  was  noted  in  a few. 


Women/men 

No.  of  Patients  (%) 
28/22  (56/44) 

Nonsmokers/smokers 

23/12  (46/24) 

Exsmokers  or  unknown 

15  (30) 

Age  — mean;  range 

55.5;  21-75  yr 

Presenting  illness 

Cough  only 

16  (32) 

Flu-like  symptoms 

14  (28) 

Cough  and  dyspnea 

12  (24) 

Dyspnea  only 

8 (16) 

Duration  of  presenting  illness 

<1  mo 

11  (22) 

1-2  mo 

27  (54) 

2=3  mo 

12  (24) 

Physical  findings 

Crackles,  bilateral 

23  (46) 

Crackles,  unilateral 

7 (14) 

Crackles  and  wheezes 

4(8) 

Wheezes 

2 (4) 

Finger  clubbing 

0(0) 

None 

14  (28) 

Table  1.  Characteristics  and  presenting  symp- 
toms of  50  patients  with  bronchiolitis 
obliterans  organizing  pneumonia.  Reprinted, 
by  permission  of  the  New  England  Journal  of 
Medicine,  312:153,1985. 


The  chest  x-ray  findings  are  described  in  Table  2.2 
Sixty-nine  percent  of  patients  were  noted  to  have 
a diffuse,  patchy  “ground  glass”  appearance. 
However,  a wide  variety  of  other  findings  were- 
seen  including  irregular  linear  densities  and 
rounded  nodular  lesions;  it  is  debatable  whether 
there  are  characteristic  radiographic  findings. 

Pulmonary  function  studies  generally  revealed 
restrictive  disease,  except  in  the  smokers,  in 


whom  an  obstructive  component  was  also  pres- 
ent. Single  breath  diffusing  capacities  were  often 
markedly  reduced. 


No.  of  Patients  (%) 

Pattern  of  opacities 

Diffuse,  patchy  “ground  glass” 

29  (69.0) 

Both  patchy  and  diffuse  opacities 

5 (11  9) 

Irregular,  linear 

5 (11.9) 

Rounded,  nodular 

3 (7.1) 

Overall  severity 

Minimal 

5 (119) 

Moderate 

22  (52.4) 

Severe 

15  (35.7) 

Miscellaneous  findings 

Hyperinflation 

3 (7.1) 

Unilateral  infiltrates 

2 (4.8) 

Cavities 

2 (4.8) 

Effusions 

2 (4.8) 

Table  2.  Roentgenographic  findings  in  42  pa- 
tients with  bronchiolitis  obliterans  organizing 
pneumonia.  Reprinted,  by  permission  of  the 
New  England  Journal  of  Medicine, 
312:154,1985. 


The  most  important  aspect  of  Epler’s  study  is 
illustrated  in  Table  3."  Unlike  patients  with 
interstit  ial  fibrosis,  24  out  of  the  37  patients  with 
idiopathic  bronchiolitis  obliterans  organizing 
pneumonia  treated  with  steroids  recovered  com- 
pletely, 7 demonstrated  residual  cough  or 
dyspnea,  and  only  3 progressed  to  worsening 
respiratory  failure  or  death.  Many  of  the  patients 
required  long-term  steroid  therapy  (3-12  months); 
one-third  of  those  who  were  eventually  cured  had 
a relapse  when  prednisone  was  withdrawn  at  1-3 
months. 

Epler’s  data  illustrates  the  importance  of  lung 
biopsies  in  the  management  of  patients  with 
presumed  interstitial  fibrosis.  He  identified  a 
subgroup  of  patients  with  interstitial  fibrosis 
clinically  who  can  be  predicted  based  on 
pathology  to  respond  to  steroids.  Because  the 
presence  of  organizing  pneumonia  in  associat  ion 
with  bronchiolitis  obliterans  is  patchy,  biopsies 
should  be  open  rather  than  transbronchial.  They 
should  be  performed  in  lieu  of  the  usual  two. 
month  empiric  trial  of  high  dose  steroids;  short 
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trials  are  not  adequate  in  this  subgroup,  who 
have  been  shown  to  require  long-term  therapy. 
Open  biopsies  ensure  that  the  risks  of  long-term 
steroids  are  justified. 


No 

. of  Patients 

Steroid  therapy  (n  = 37) 

Complete  recovery 

24 

Residual  cough  or  dyspnea 

7 

Maintenance  therapy 

1 

Progressive  disease 

1 

Death  from  progressive  disease 

2 

Death  from  other  causes 

2 

Antibiotics  only  (n  = 7) 

Complete  recovery 

3 

Residual  cough 

4 

No  therapy  (n  = 4) 

Recovery 

2 

Residual  cough 

1 

Progressive  disease 

1 

Incomplete  information 

2 

Table  3.  Treatment  and  prognosis  of  patients 

with  bronchiolitis  obliterans 

organizing 

pneumonia.  Reprinted,  by  permission  of  the 

New  England  Journal  of 

Medicine, 

312;157,1985. 

In  addition  to  the  idiopathic  variety,  there  are 
multiple  suggested  causes  of  bronchiolitis 
obliterans  organizing  pneumonia.  In  many  in- 
stances, the  causes  of  bronchiolitis  obliterans  are 
identical  to  those  of  bronchiolitis  obliterans  with 
associated  organizing  pneumonia  (Table  4).  Infec- 
tions, particularly  mycoplasma,  toxic  inhalants 
such  as  phosgene  or  nitrogen  oxide,  certain  drugs 
(gold,  amiodarone),  and  collagen  vascular 
diseases,  are  all  felt  to  be  strongly  associated  with 
the  development  of  either  bronchiolitis  obliterans 
or  bronchiolitis  obliterans  organizing 
pneumonia.  When  patients  are  subjected  to  these 
insults,  in  the  vast  majority,  the  lung  recovers 
from  the  immediate  injury.  However,  a few 
develop  bronchiolitis  obliterans  with  or  without 
organizing  pneumonia.  For  the  most  part  the  dif- 
ferences in  proposed  causes  between  the  two 
disorders  are  etiologies  which  have  been 
implicated  only  in  sporadic  case  reports  (in- 
dicated by  the  absence  of  asterisks  in  Table  4). 
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Bronchiolitis  obliterans  organizing  pneumonia 
is  not  a common  entity,  and  it  is  not  frequently 
studied  in  the  literature.  A Medline  search  for 
this  discussion  yielded  only  12  articles  which 
have  been  written  since  1981  on  the  topic.  Epler’s 
article  stimulated  interest  in  the  subject  by  iden- 
tifying a subgroup  of  patients  who  seem  to 
benefit  from  long-term  steroid  therapy.  As  Dr. 
Mitchell  has  indicated,  there  is  disagreement, 
not  only  about  terminology,  but  also  that  Epler’s 
work  will  prove  to  hold  up  for  the  long  term. 

A physician:  Being  involved  in  primary  care,  and 
seeing  both  children  and  adults,  two  points  are 
very  interesting.  First,  you  mentioned  the 
association  of  this  disorder  with  mycoplasma  in- 
fection. I’ve  had  two  young  adults  recently  with 
serologically  confirmed  mycoplasma  who  have 
both  had  continued  cough  with  normal  x-rays  for 
several  months.  Secondly,  respiratory  syncytial 
virus  is  a common  cause  of  bronchiolitis  in 
children.  Often,  young  children,  even  after  they 
are  clinically  well,  have  a residual  exertional 
bronchospasm.  Some  of  the  pediatric  pulmonary 
literature  advocates  ongoing  treatment  with  an- 
tibronchospastic  drugs  for  up  to  12  months  after 
infection. 

Dr.  Lang:  These  are  excellent  observations.  Clear- 
ly we  all  have  had  patients  with  normal  x-rays 
who  clinically  have  viral  illnesses  and  develop 
refractory  coughs.  When  one  looks  at  the 
pulmonary  involvement  in  measles  or  chicken- 
pox,  where  the  superficial  layers  of  epithelium 
and  cilia  in  the  major  bronchi  are  denuded,  it’s 
not  too  much  of  a jump  to  visualize  this  happen- 
ing in  the  terminal  bronchioles  and  the  alveoli. 

I’m  not  sure  that  we  have  anything  to  treat  them 
with.  Fortunately  most  resolve  eventually. 

A physician:  I completely  agree  with  you  in  the 
management  of  the  82-year-old  with  open  lung 
biopsy.  I have  a little  concern  about  the  19-year- 
old.  If  he  has  a waxing  and  waning  illness,  I 
would  be  concerned  about  open  thoracotomy  and 
resection  of  a lesion  in  a asymptomatic 
19-year-old. 

Dr.  Lang:  The  x-rays  waxed  and  waned;  the  CT 
scans  did  not.  I recommended  resection  because  1 
of  an  undiagnosed  mass  lesion.  Atypical  lym- 
phoma and  atypical  sequestration  of  a congenital 
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Bronchiolitis  Obliterans 
Organizing  Pneumonia 

* Infectious  Diseases  - Viral 
( RSU ) , Bacterial , 
Mycoplasmal,  Legionella 

* Toxic  inhalants  - Nitrogen 
Dioxide,  Silo  fillers  lung 

* Drugs  - Gold,  Amiodarone, 
Free-base  Cocaine, 
Sulfadiazine ) 

* Collagen  - Vascular  Disease, 
RA 

* Idiopathic 

Bronchial  Obstruction  - 
Tumors 

Chronic  Aspiration  - Hiatal 
Hernia 

HIV  Associated 


Bronchiolitis  Obliterans 


* Infectious  Disease  - Viral, 
Bacterial,  Mycoplasmal 


* Toxic  Inhalants  - Nitrogen 
Dioxide,  Silo  fillers  lung 

* Drugs  - Gold,  Penicillamine 


* Collagen  Vascular  Disease  - 

RA,  Polymyositis, 
Dermatomyositis , Sjogren's 
Syndrome , LE 

* Idiopathic 

Graft  vs  Host  Disease  ~ 
Transplantation  - Bone 
Marrow 

Chronic  Lung  Rejection  - 
Heart,  Lung 


Table  4.  Suggested  etiologies  of  bronchiolitis  obliterans  and  bronchiolitis  obliterans  organizing 
pneumonia.  The  causes  indicated  with  asterisks  are  sporadic  case  reports. 


lesion  were  in  the  differential  diagnosis.  We  gave 
very  careful  consideration  to  the  open  lung  biop- 
sy. The  decision  was  that  this  was  a very  low  risk 
procedure  and  that  definitive  diagnosis  was 
indicated. 

i A physician:  You  have  listed  carcinoma  as  one  of 
the  etiologies  of  bronchioltis  obliterans.  One  of 
the  patients  we  treated  this  year  with  bron- 
chiolitis obliterans  had  a background  of  chronic 
lymphocytic  leukemia.  He  came  in  with  a diffuse 
interstitial  pattern  on  chest  x-ray  which  on  biop- 
sy showed  bronchiolitis  obliterans.  Coincidental- 
ly and  unexpectedly  biopsy  also  showed  a bron- 
chial carcinoma.  Although  all  three  disorders 
coexisted,  and  although  his  bronchiolitis 
obliterans  cleared  completely  with  steroids,  it 
was  hard  to  relate  this  etiologically  to  either 
malignancy. 
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Dr.  Lang:  It’s  interesting  that  two  of  the  five  cases 
from  the  Department  of  Pathology  at  Medical 
Center  of  Delaware  were  associated  with  car- 
cinomas. It  could  be  coincidence,  or  there  could 
be  localized  obstructive  phenomena  which 
produced  this,  because  again,  any  kind  of  injury 
can  produce  it.  I don’t  want  to  stress  the  associa- 
tion of  malignancy  with  bronchiolitis  obltierans 
organizing  pneumonia,  however. 

A physician:  The  couple  of  cases  that  I have  seen 
have  come  to  me  with  a history  of  cough  for 
several  months  after  viral-like  illnesses.  Their 
physicians  have  usually  given  several  courses  of 
antibiotics.  However,  the  entity  of  post-infectious 
bronchitis  or  residual  cough  leading  into  a bron- 
chiolitis obliterans  picture  is  often  a non- 
infectious  process.  When  the  patient  doesn’t  get 
better  after  a couple  of  different  antibiotics,  a 
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non-infectious  residual  problem  should  be 
suspected  and  should  be  addressed  in  a different 
manner  (bronchodilators,  anti-tussive  therapy, 
expectorants). 

Dr.  Lang:  These  are  good  observations.  Fortunate- 
ly, many  of  the  patients  with  chronic  cough  will 
clear  up  eventually.  Bronchiolitis  obliterans  oc- 
curs in  only  a very  small  number  of  patients. 
Epler’s  study,  in  which  only  67/2500  open  lung 
biopsies  revealed  bronchiolitis  obliterans, 
demonstrates  the  rarity  of  the  disorder. 
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The  Eosinophilia-Myalgia-Syndrome  and  L-Tryptophan 
Containing  Products:  A Case  Report  and  Review  of  the 
Literature 


Nicholas  O.  Biasotto,  D.O. 
Russell  Labowitz,  M.D. 


In  October  1989,  the  New  Mexico  Department 
of  Health  and  Education  began  receiving  reports 
of  patients  who  developed  a debilitating  myalgic 
syndrome  and  profound  eosinophilia  after  inges- 
tion of  L-Tryptophan  (L-T)  preparations.  The 
syndrome  was  not  consistent  with  any  known 
diagnostic  entity.1  It  was  defined  as 
Eosinophilia-Myalgia-Syndrome  (EMS). 

Soon  after  the  syndrome’s  initial  reporting,  the 
CDC  began  receiving  additional  reports  from  all 
over  the  country.  As  of  February  9,  1990,  1,269 
cases  of  EMS  have  been  reported  to  the  CDC  from 
49  states,  the  District  of  Columbia  and  Puerto 
Rico.  It  is  now  considered  to  have  reached 
epidemic  proportions  in  this  country.2  Factual 
information  about  EMS  is  increasing  but  is  still 
limited,  and  optimal  treatment  and  prognosis 

Dr.  Biasotto  is  a Board  Certified  Family  Physician  practicing  in  New  Castle. 
Delaware 

Dr.  Labowitz  is  an  Internist  practicing  in  Wilmington,  specializing  in 
Rheumatology.  He  is  Chief  of  the  Section  of  Rheumatology  at  the  Medical  Center 
of  Delaware  and  at  St.  Francis  Hospital. 
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have  varied  in  the  reported  cases.  EMS  has  been 
associated  with  the  consumption  of  L-T  contain- 
ing products.  This  naturally  occurring  amino 
acid  has  been  recommended  and  used  for  years 
as  a “natural”  means  to  alleviate  anxiety,  induce 
sleep  and  relieve  premenstrual  syndrome.  As  an 
over-the-counter  (OTC)  preparation,  it  has  been 
utilized  by  a large  number  of  people  throughout 
the  country.  However,  the  vast  majority  of  L-T 
users  suffered  no  ill-effects  until  recently.  This 
raised  the  question  of  whether  certain  prepara- 
tions of  the  product  contained  impurities,  which 
initiated  the  syndrome.  Data  is  being  collected  to 
evaluate  this  hypothesis.  The  resemblance  of 
EMS  to  toxic  oil  syndrome,  an  epidemic  in  Spain 
in  1981  caused  by  the  ingestion  of  adulterated 
cooking  oil,  lends  credence  to  the  impurity 
hypothesis.1  All  L-T  preparations  have  been 
removed  from  the  OTC  market  until  more  data 
can  be  compiled. 

The  symptoms  of  EMS  can  be  mild  or  severe. 
Thirty-two  percent  of  all  patients  have  required 
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hospitalization.4  The  most  common  symptoms 
are  myalgia  and  fatigue,  which  on  occasion  can 
become  debilitating.  Other  symptoms  have  been 
described.  Myalgia  (69%),  dyspnea  or  cough 
(64%),  rash  (64%),  edema  (51%),  fever  (47%), 
sclerodermaform  skin  changes  (18%)  and 
neuropathy  (14%)  have  been  documented.  In 
some  patients,  pulmonary  infiltrates  and  pleural 
effusions  have  occurred  (16%). 5 However,  there 
are  no  universal  or  pathognomonic  findings. 

Laboratory  data  may  vary  from  patient  to 
patient.  However,  a leukocytosis  and  a profound 
eosinophilia  have  consistently  been  found. 
Absolute  eosinophil  counts  of  >2,000  cells/mm 
are  typically  reported  but  eosinophil  counts  as 
high  as  10,000  to  50,000  cells/mm  are  not 
unusual.  Liver  function  studies  may  be  abnormal 
in  51%  of  the  cases.  Surprisingly,  the  sedimenta- 
tion rate  may  be  normal  (67%).  Creatine  kinase 
(CK)  and  aldolase  levels  may  be  mildly  elevated; 
in  some  patients  the  aldolase  has  been  elevated 
and  CK  normal.  Bone  marrow  sampling  has 
shown  hyperplasia  of  eosinophil  precursors.  Mus- 
cle biopsies  usually  show  perivascular  inflam- 
matory infiltrates  composed  of  lymphocytes  and 
eosinophils.  Biopsies  consistent  with  vasculitis 
have  been  reported.  Thromboembolic  phenomena 
due  to  a severe  vasculitis  have  been  reported  in 
a few  cases. 1 

Some  patients  with  EMS  have  not  required  pred- 
nisone, and  not  all  patients  receiving  prednisone 
have  responded.  In  some  refractory  cases 
plasmaphoresis  and  immunosuppressive 
medications  have  been  used.  The  long-term  prog- 
nosis of  EMS  is  not  known. 

Case  Presentation 

A 35-year-old  white  female  presented  with  the 
complaints  of  severe  fatigue,  generalized 
debilitating  myalgias,  and  generalized  swelling 
associated  with  a 20  pound  weight  gain.  These 
symptoms  started  approximately  2-3  weeks  prior 
to  her  presentation  and  initially  were  thought  to 
be  part  of  a flu-like  syndrome.  The  patient  was 
treated  with  a non-steroidal  anti-inflammatory 
agent  and  bed  rest.  The  symptoms  worsened. 
Generalized  edema  and  dyspnea  developed.  The 
patient  could  no  longer  work  and  sought  a second 
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opinion.  The  patient  denied  any  history  of 
Raynaud’s  phenomenon,  chest  pain,  photosen- 
sitivity, alopecia,  renal  disease,  dysphagia  or 
changes  in  the  elasticity  of  her  skin.  There  was 
no  history  of  recent  travel  abroad  or  eating 
uncooked  meat.  There  was  no  history  consistent 
with  hypothyroidism. 

Physical  examination  revealed  a distressed 
female  with  normal  vital  signs.  Severe  peri- 
orbital, upper  and  lower  extremity  edema  was 
present.  Scattered,  nontender  adenopathy  was 
noted  in  the  anterior  and  posterior  cervical 
region  and  the  axilla.  Decreased  breath  sounds 
were  noted  at  the  angle  of  the  right  scapula  with 
dullness  to  percussion.  Heart  sounds  were  distant 
and  there  was  a Grade  II/IV  holosytolic  murmur 
at  the  left  sternal  border  without  radiation;  an 
S4  gallop  was  present.  No  rub  was  heard. 
Abdominal  exam  revealed  generalized 
tenderness  without  organomegaly  or  evidence  of 
ascites.  Severe  palpatory  muscle  pain  was 
generalized.  Strength  testing  was  difficult  to 
assess  because  the  patient’s  pain  was  generaliz- 
ed. There  was  no  rash  or  scleroderma-like 
changes  of  the  skin.  Her  neurologic  exam  was 
normal. 

In  office  testing  consisted  of  an  EKG,  SMA-18, 
T3,  T4,  T7,  sed  rate,  urine  dipstick,  CBC,  throat 
culture  and  chest  x-ray.  EKG  showed  extremely 
low  voltage  consistent  with  the  possibility  of  a 
pericardial  effusion.  Chest  x-ray  revealed 
cardiomegaly  and  right  pleural  effusion.  CBC 
revealed  a leukocytosis  of  16,000  cu/mm  with 
39%  eoxinophils.  Urine  dipstick  was  negative  for 
albumin,  blood,  glucose  and  leukocytes.  Sedimen- 
tation rate  was  4.  Electrolytes,  throat  culture  and 
CK  were  normal.  Aldolase  was  mildly  elevated. 
The  SMA-12  was  normal  with  the  exception  of  an 
elevated  lactate  dehydrogenase. 

Differential  diagnosis  included  acute  viral 
myocarditis,  subacute  bacterial  endocarditis,  col- 
lagen vascular  disorder  (especially  Meig’s  syn- 
drome), acute  renal  failure,  Addison’s  disease  and 
parasitosis. 

Due  to  the  EKG  abnormalities  and  severity  of 
symptoms,  the  patient  was  hospitalized  for  fur- 
ther evaluation. 
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In  hospital  testing  confirmed  the  outpatient 
studies  listed  above.  However,  eosinophil  counts 
in  the  range  of  5,000  to  6,000  were  recorded.  The 
causes  of  eosinophilia  were  added  to  the  differen- 
tial diagnosis.  Neoplasm  was  ruled  out 
radiographically.  CT  scanning  of  the  chest  and 
abdomen  was  within  normal  limits.  Pelvic  ultra- 
sound showed  a small,  2.5  cm.  ovarian  cyst  but  no 
evidence  of  tumor.  Adrenal  corticosteroid  studies 
were  normal.  A collagen  vascular  profile  con- 
sisting of  an  ANA,  RA  latex,  anti  SMAntibodies, 
anti  RNP  and  anti  DNA  antibodies  were 
negative.  Lyme  titers  were  negative.  Epstein- 
Barr  titers  were  negative.  A thyroid  profile  was 
within  normal  limits.  An  echocardiogram  revealed 
a pericardial  effusion.  The  history  given  by  the 
patient,  as  well  as  testing,  eliminated  Trichinosis 
as  an  etiology  of  her  condition. 

The  most  likely  cause  of  this  woman’s 
multisystem  disease  associated  with  the  pro- 
found eosinophilia  appeared  to  be  an  unusual  col- 
lagen vascular  disorder  or  polyarteritis  nodasa. 
Though  her  symptoms  did  not  fit  eosinophilic 


fasciitis,  this  diagnosis  was  entertained.  It  was 
at  this  time  that  the  CDC  began  circulating 
bulletins  alerting  physicians  and  the  public  of  an 
unusual  disease  entity  allegedly  induced  by  L-T 
preparations.  On  further  questioning,  this  pa- 
tient had  been  taking  large  doses  of  OTC- 
vitamins,  minerals  and  L-T.  She  had  been  taking 
an  average  daily  dose  of  500  to  2,000  mg.  of  L-T 
for  approximately  three  years.  Neurocalm  and 
Optibal  were  the  brand  names  of  the  L-T  prepara- 
tions. The  etiology  of  her  condition  was  now 
reconsidered. 

A full  thickness  muscle  biopsy  was  performed. 
This  biopsy  revealed  acute  and  chronic  super- 
ficial and  deep  perivascular  inflammation.  There 
was  no  abnormal  pathology  seen  in  the  skin  or 
fascia.  The  inflammatory  infiltrate  revealed  a 
rare  neutrophil  with  a few  eosinophils  and  a large 
number  of  lymphocytes  and  mononuclear  cells. 
An  “onion  skin”  appearance  of  capillary  blood 
vessels  was  consistent  with  acute  vasculitis.  Elec- 
tron microscopy  revealed  perimysial  inflam- 
matory myopathy  with  features  suggestive  of 
vasculitis. 
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With  all  the  testing  completed  and  the  muscle 
biopsy  performed,  Prednisone  60  mg.  daily  was 
begun  and  dramatically  resolved  her  edema, 
returning  her  weight  to  normal  within  72  hours. 
The  pericardial  and  pleural  effusions  resolved. 
Her  myalgia  disappeared  and  the  eosinophilia 
normalized  w ithin  48  hours.  Attempts  at  taper 
ing  the  dose  to  40  mg.  or  less  per  day  has  led  to 
a return  of  many  of  her  symptoms. 

Conclusion 


1.  Eosinophil  counts  greater  than  1,000 
cells/mm. 

2.  Generalized  myalgia  of  severity  sufficient 
to  affect  the  patient’s  ability  to  pursue 
his/her  usual  daily  functions. 

Exclusion  of  Trichinosis. 

4.  Muscle  biopsy  that  does  not  show 
trichinelia  larvae  but  does  show  an  inflam- 
matory infiltrate  including  eosinophils. 

5 Absence  of  any  infection  or  neoplasia. 


EMS,  a new  disease  entity,  has  reached 
epidemic  proportions  in  this  country.  Physicians 
should  be  aware  of  this  disorder  and  report  all 
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"Being  at  the  Creation":  A personal  reminiscence  given  before  a group  of  invited  guests  at  a banquet 
celebrating  Delaware  State  Hospital's  Centennial  on  November  2,  1989,  at  the  Hotel  du  Pont. 


H.  George  DeCherney,  M.D. 


To  have  been  at  Delaware  State  Hospital  in  the 
1950s  was  like  “Being  at  the  Creation”... to 
borrow  the  title  of  the  book  by  Dean  Atchinson. 

Let  me  start  with  a word  about  Dr.  Tarumianz 
and  Dr.  Freyhan,  both  of  whom  dominated  the 
hospital  during  this  period  of  time.  I will  never 
forget  my  first  introduction  to  Dr.  Tarumianz. 
(Dr.  T.).  It  was  November  1949,  and  I was  just 
finishing  my  residency  at  the  University  of  Penn- 
sylvania. A friend  who  was  working  at  the  Men- 
tal Hygiene  Clinic  on  Saturdays  mentioned  to  me 
that  there  was  an  excellent  opening  at  Delaware 
State  Hospital,  so  I wrote  to  “Dr.  T.”  I received  an 
immediate  reply,  requesting  that  I see  him  “this 
Saturday  morning.”  I appeared  at  the  appointed 
time.  As  I waited  outside  his  consultation  room 
I heard  a booming  voice  shout,  “Come  in!”  Dr.  T. 
never  spoke  in  a subdued  modulated  tone.  As  I 
entered  the  consultation  room  it  looked  the  size 
of  a football  field  to  me.  There  was  a huge  con- 
ference table  which  I later  found  was  reserved  for 
board  of  trustees’  meetings.  There  stood  Dr.  T., 
about  6’2”  but  appearing  to  me  at  least  7 feet  tall, 
a boutonniere  in  his  lapel,  looking  not  only  very 
debonair,  but  also  very  imposing.  He  and  I chat- 
ted for  only  a few  minutes  before  he  stated  that 


I)r.  DeCherney  is  a Clinical  Associate  Professor  of  Psychology  and  Human 
Behavior  at  Jefferson  Medical  College. 
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he  wanted  me  to  start  that  very  morning,  and 
“give  the  following  patients  psychotherapy.”  I had 
already  been  told  that  no  one  argued  with  Dr.  T., 
so  I said,  “Fine.”  After  all,  I was  getting  married 
soon,  the  salary  and  “perks”  were  good,  plus  he 
agreed  to  give  me  time  off  to  continue  my  analytic 
training.  In  any  case,  I felt  it  was  only  an  interim 
appointment  for  me. 

The  Observation  Clinic  which  I was  to  head  was 
a 40-bed  unit  with  its  own  staff.  The  usual  cen- 
sus was  about  30  patients,  nearly  all  of  whom 
were  Dr.  T.’s  private  patients.  There  were  no  other 
private  hospital  beds  for  psychiatric  patients  in 
Delaware  in  those  days. 

The  first  person  he  wanted  me  to  “give 
psychotherapy”  to  turned  out  to  be  a woman  with 
chronic  paranoid  schizophrenia.  She  came  from 
a prominent  family  and  had  been  treated  in  some 
of  the  finest  psychiatric  institutions  in  this  coun- 
try. She  walked  into  the  office,  ripped  open  her 
blouse,  and  demanded  that  I stop  the  animals 
that  were  clawing  at  her  breasts  and  eyes.  It  went 
that  way  all  day  long! 

As  you  might  imagine  I began  to  have  some 
misgivings  about  staying  one  more  hour,  let  alone 
one  year.  But  given  a nice  furnished  apartment, 
good  salary,  a maid,  a gardener,  and  time  off  to 
continue  my  analytic  training,  it  did  not  seem 
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that  it  would  be  too  much  of  a hardship  to  stay. 
I worked  every  Saturday  in  November  and 
December  and  started  full  time  after  I finished 
my  residency.  Incidentally,  this  first  patient  is 
still  with  me  today.  She  left  the  hospital,  got  a job, 
travelled  alone  to  Europe  and  through  the  United 
States.  She  now  is  retired,  and  I still  see  her  once 
every  two  months.  As  an  aside  I once  asked  her 
what  got  her  well.  I expected  her  to  say  my  deep, 
dynamic  penetrating  interpretations,  but  she 
waved  me  off  and  st  ated  that  what  helped  her  was 
that  no  matter  how  sick  or  “crazy”  her  ideas  were, 
I always  found  time  to  see  her.  So  much  for 
psychoanalysis! 

As  for  Dr.  T.,  I must  say  that  he  was  always 
available,  but  he  never  disturbed  me  or  questioned 
how  I treated  the  patients.  He  might  call  me  in 
for  an  explanation  if  he  got  a call  or  letter  from 
a relative,  legislator,  or  the  Governor  (especially 
the  latter)! 

Every  Christmas  all  the  patients  would  line  up 
in  the  auditorium,  each  to  be  given  a silver  dollar. 
If  they  worked  in  the  hospital  they  were  given 
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more.  Dr.  T.  felt  it  was  good  therapy  if  the  patients 
worked  in  the  hospital  or  on  the  grounds.  I 
remember  thinking  on  those  occasions  that  he 
seemed  like  an  authoritative  father-figure  hand- 
ing out  gifts  to  all  his  children,  in  keeping  with 
the  holiday  spirit.  Actually,  it  seemed  that  in  his 
own  thinking,  this  was  truly  his  hospital! 

There  are  indeed  many  stories  about  Dr.  T.  as 
the  consummate  politician.  Well,  I must  tell  you 
1 believe  they  are  all  true.  I don’t  know  if  he  read 
Machiavelli,  but  1 am  sure  he  could  have 
authored  the  “Prince,”  including  the 
“Discourses.” 

Every  year  when  the  legislature  was  in  session 
to  discuss  the  budget  he  went  down  to  Dover  and 
stated  “the  treatment  at  Delaware  State 
Hospital  and  Governor  Bacon  Health  Center 
‘stinks.’”  (He  liked  that  word).  The  next  day  this 
was  repeated  in  headlines  in  the  morning  and 
evening  papers  and  discussed  in  a column  by  Bill 
Frank,  who  was  the  champion  of  mental  health 
in  Delaware.  I was  always  puzzled  by  this 
comment  because  Delaware  State  Hospital  was 
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always  fully  accredited  by  the  Joint  Commission 
and  the  American  Psychiatric  Association, 
without  reservations.  Of  course,  it  could  have 
been  a good  ploy  to  arouse  public  opinion  to  de- 
mand more  funds  for  the  hospital!  The  teaching 
program  was  so  good  that  nurses  came  here  for 
training  from  as  far  away  as  Lynchburg, 
Virginia.  We  had  a full  complement  of  staff,  with 
such  doctors  as  Doug  Davis,  Jerry  Kay,  Kurt 
Anstreicher,  Agatha  Beaudry,  Cal  Sutledge  (a 
leading  child  analyst  in  San  Francisco),  Charley 
Katz,  A1  Shefflen  (who  went  on  to  write  a book 
with  Dr.  Birdwhistle  on  body  language),  Paul  and 
Ann  Ornstein,  presently  gurus  on  the  self- 
psychology of  Heinz  Kohut,  and  on  and  on  and  on. 
Making  his  comment  even  more  puzzling,  and  in- 
teresting, is  the  fact  that  at  the  same  time  he  was 
saying  that  the  treatment  at  Delaware  State 
Hospital  “stinks,”  he  was  actually  head  of  the 
commission  that  was  doing  the  accrediting.  Well, 
the  tactic  always  worked,  for  “T”  invariably  got 
what  he  asked  for... and  then  some! 

Dr.  Freyhan,  who  was  Clinical  Director,  was 


quite  different  from  Dr.  T.  He  was  a task  master, 
and  he  ran  the  hospital  with  an  iron  fist.  He  had 
the  nurses  call  him  every  morning  at  8 to  check 
whether  the  staff  doctors  were  on  the  floor.  When 
I was  on  call,  which  was  every  other  night,  I met 
with  the  nurses  at  8 p.m.,  after  they  got  through 
making  rounds,  in  order  to  discuss  any  problems. 

To  Dr.  Frey  ban’s  credit,  he  put  Delaware  State 
Hospital  on  the  map,  both  here  and  abroad.  He 
arranged  for  an  affiliation  with  the  University  of 
Pennsylvania,  and  as  a result,  students  and 
residents  rotated  through  the  hospital.  He  also 
arranged  for  the  teaching  staff  to  have  faculty  ap- 
pointments at  the  University  of  Pennsylvania. 
Every  Friday  morning  every  member  of  the  staff, 
senior  or  resident,  had  to  present  a patient  for 
grand  rounds.  There  were  seminars  with  such 
prominent  people  as  Sandor  Rado  (a  leading 
psychoanalyst  at  the  time),  Hans  Lehman  (from 
McGill),  Lother  Kalinolsky  from  Columbia,  the 
leading  authority  on  somatic  therapy,  and  other 
luminaries  too  numerous  to  mention.  Once  a year 
the  Delaware  Medical  Journal  devoted  an  entire 
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issue  to  psychiatry,  and  every  member  of  our  staff 
had  to  contribute  to  this  issue. 

Until  1952,  the  mainstays  of  psychiatric  treat- 
ment included  psychotherapy,  electro  shock 
therapy,  insulin  shock,  amphetamines,  and 
sedatives.  The  first  true  psychiatric  drug, 
Thorizine  (chlorpromazine)  was  discovered  by  two 
Frenchmen,  Delay  and  Deniger  in  1952.  This 
drug  was  released  in  the  United  States  in  1954, 
and  Delaware  State  Hospital  was  one  of  the  first 
hospitals  to  investigate  it  in  the  same  year. 
Smith,  Kline  and  French  chose  our  hospital 
because  of  its  large  and  well-trained  staff,  and 
because  it  was  the  only  psychiatric  hospital  in  the 
state,  we  had  built-in  access  to  an  excellent 
follow-up  system. 

Then  came  Compazine  (prochlorperazine), 
Stelazine  (trifluoperazine)  and  methyl  promazine 
or  Temoril.  Since  these  were  experimental  drugs, 
at  first  only  physicians  were  allowed  to  ad- 
minister the  medications.  We  were  kept  very 
busy  but  had  a hands-on  experience  that  I shall 
never  forget.  What  a difference/these  drugs  made 
in  the  hospital!  They  rapidly  quelled  some  symp- 
toms of  schizophrenia,  hostility,  combativeness, 
delusions,  and  agitation  in  the  elderly.  Manic  pa- 
tients could  be  controlled  in  about  three  days. 
With  these  drugs  it  was  a rare  occasion  that  we 
had  to  use  restraints.  Hospital  stays  were 
shortened,  and  the  population  of  the  hospital 
decreased  significantly.  We  had  a home  care  pro- 
gram long  before  community  health  centers  were 
established.  These  were  truly  heady  days.  The 
morale  in  the  hospital  was  high.  It  was  fun  to  go 
to  work  in  the  morning,  and  there  was  an  esprit 
de  corps  that  I have  rarely  seen  again  in  a 
hospital  staff.  In  using  these  drugs  Dr.  Freyhan 
coined  the  phrase  “target  symptoms.”  This  term 
was  picked  up  by  researchers  and  clinicians  and 
always  with  reference  to  Dr.  Freyhan  and 
Delaware  State  Hospital.  It  is  a term  still  used 
prominently  today. 

The  first  anti-depressant  drug,  Tofranil,  (im- 
ipramine)  was  discovered  in  1957.  With  our 
reputation  now  well  established,  Geigy 
designated  our  hospital  to  investigate  this  drug. 
This  was  another  first  for  Delaware  State 
Hospital!  Meanwhile,  concurrent  with  what  we 
were  doing  downstairs,  Dr.  David  Rheinhardt,  a 
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cardiologist,  was  investigating  a brand  new  anti- 
hypertensive drug  on  the  medical  surgical  wards 
on  the  second  floor.  That  was  the  diuretic,  Diuril 
(chlorothiazide),  later  released  by  Merck,  Sharp 
and  Dolnne  I think  it  was  the  first  diuretic  anti- 
hypertensive medication. 

At  the  same  time,  to  avoid  losing  touch  with 
community  medicine;  we  became  members  of  the 
Staff  of  the  Delaware  Hospital,  and  we  were 
urged  to  carry  on  a private  practice  in  the  even- 
ings at  the  Mental  Hygiene  Clinic  which  was  on 
the  hospital  grounds. 

Having  extended  my  planned  one-year  stay  at 
Delaware  State  Hospital  to  nine  years,  by  1959 
I felt  it  was  time  to  move  on  to  full-time  private 
practice.  Although  my  training  had  been 
psychoanalytically  oriented,  I never  relinquished 
my  interest  in  drug  therapy,  and  at  Delaware 
State  Hospital  we  were  always  at  least  5 years  or 
more  ahead  of  those  in  practice.  It  was  fun.  It  was 
truly  like  being  at  the  creation  of  drug  therapy 
in  psychiatry  - a new  world. 


■- 
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Teaching  Medical  Residents  Critical  Analysis 
of  Pharmaceutical  Promotional  Material 


Robert  R Ferguson,  M.D. 


Educational  programs  that  involve  critical 
evaluation  of  pharmaceutical  products  were 
introduced  in  some  medical  schools  more  than 
30  years  ago.1  Unfortunately,  this  does  not  seem 
to  be  a point  of  emphasis  at  undergraduate  or 
graduate  levels  today.  If  the  recent  past  is  any 
indication,  the  volume  of  new  pharmaceutical 
preparations  released  in  the  1990s  will  be  stag- 
gering. This  comes  at  a time  when,  more  than 
ever  before,  the  physician  is  expected  to  act  as  a 
gate-keeper  of  medical  resources.  Even  the  best 
intended  physician  may  have  difficulties, 
especially  when  encountering  formulations  of 
the  “new  and  improved”  variety,  products  that 
are  pharmacologically  similar  to  their 
predecessors  but  have  theoretical  advantage, 
such  as  an  improved  delivery  system  or  diminish- 
ed side  effect  profile.  The  pharmaceutical 
industry  has  an  extensive  marketing  network  of 
medical  journal  advertising,  direct  mailings, 
educational  conferences  and  visits  to  the  physi- 
cian by  the  pharmaceutical  sales  representative, 

Dr.  Ferguson  is  Chief  of  Medicine  at  Mount  Sinai  Hospital  in  Hartford, 
Connecticut,  and  Associate  Program  Director  and  Assistant  Dean  (Medical  Educa- 
tion) at  University  of  Connecticut  School  of  Medicine. 
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the  “detail  man,”  all  developed  primarily  to  con- 
vince the  physician  that  their  product’s  improv- 
ed properties  are  important.  Because  of  poor 
preparation,  the  physician  is  at  a distinct  disad- 
vantage and  must  struggle  to  make  fully  inform- 
ed therapeutic  choices. 

Seminars  on  Physician-Pharmaceutical  Industry 
Interactions 

These  observations  led  members  of  the  internal 
medicine  faculty  at  the  University  of  Connecticut 
School  of  Medicine  to  develop  a series  of  annual 
seminars  dealing  with  physician-pharmaceutical 
industry  interactions.  In  1988,  the  first  seminar 
focused  on  ethical  conflicts  related  to  accepting 
gifts  from  pharmaceutical  representatives.2  At 
this  session,  a consensus  opinion  supported  the 
position  of  the  Royal  College  of  Surgeons  (Lon- 
don)3: the  size  of  a gift  should  not  be  excessive, 
and  it  should  not  affect  the  judgment  of  the  physi- 
cian in  choosing  a pharmaceutical  product. 

The  second  seminar  in  1989  focused  on  critical 
analysis  of  pharmaceutical  promotional 
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material.  The  clinical  subject  chosen  was  phar- 
macologic therapy  for  hypertension  in  the  elder 
ly.  This  was  considered  a particularly  relevant 
case  study  because  of  the  enormous  prevalence 
of  the  problem  and  the  aggressive  promotion  of 
antihypertensive  agents  for  this  disease.  In  this 
seminar  we  looked  at  promotional  claims  regard- 
ing side  effects  and  simplicity  of  regimen.  We  also 
compared  drugs  by  cost. 

Analysis  of  Promotional  Claims 

Two  weeks  before  the  seminar  1 reviewed  a 
direct  mailing  on  pharmaceutical  company 
letterhead.  It  emphasized  reduced  side  effects.  It 
referred  to  a number  of  studies  that  showed 
statistically  significant  adverse  effects  on  lipid 
profiles  of  hydrochlorothiazide  compared  to  the 
effects  of  the  promoted  drug.  The  letter  stated 
that  the  doctor  should  be  aware  of  these  reports 
because  they  had  reached  the  national  media, 
and  patients  might  come  to  the  physician  with 
this  information.  The  pharmaceutical  company 
was  careful  to  point  out  that  the  clinical 
significance  of  these  changes  was  not 
determined. 

Regardless  of  this  disclaimer,  most  of  the 
residents  participating  in  the  seminar  assumed 
that  statistically  significant  adverse  effects  on 
lipid  profiles  in  three  prospective  studies  was 
clinically  significant.  Some  were  previously 
aware  of  this  data  and,  consequently,  had  drop- 
ped hydrochlorothiazide  as  a first  step  antihyper- 
tensive in  their  clinic  practices.  Their  positions 
on  this  issue  changed  considerably  following 
additional  discussion  of  two  recent  review 
articles4,5  that  suggested  that  these  lipid 
changes  were  transient  and  probably  represented 
short-term  biochemical  events  without  clinical 
significance.  The  basis  for  this  interpretation 
came  from  larger  studies  done  in  the  late  1970s 
and  early  1980s  that  showed  that  thiazide- 
induced  lipid  abnormalities  disappeared  after  a 
few  months. 

The  residents  also  had  difficulty  translating 
percentile  increase  in  risk  in  large  study  popula- 
tions into  meaningful  information  for  the 
individual  patient.  The  studies  cited  in  the  pro- 
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motional  letter  showed  such  small  lipid  dif- 
ferences that  even  if  they  were  chronic,  they 
would  only  minimally  increase  the  risk  of 
individual  cardiovascular  morbidity,  particularly 
in  an  elderly  patient  with  a limited  life  expectan- 
cy. The  group  then  examined  representative  jour- 
nal advertising.  The  September  1989  issue  of  an 
internal  medicine  peer  review  journal  contained  | 
12  full-page  pharmaceutical  advertisements  for 
antihypertensive  drugs.  Of  the  12  ads,  8 
promoted  diminished  side  effects,  while  9 
promoted  simplicity  of  dosing  schedule.  Only  one 
advertisement  did  not  list  either  of  these  factors. 
The  advertising  art  work  typically  portrayed 
happy,  healthy,  and  if  not  wealthy,  at  least 
successful  patients.  Clearly,  freedom  from  side 
effects  and  convenience  of  regimen  were  essential  j 
for  effective  therapy  of  this  well  informed, 
discriminating  group. 

The  seminar  participants  unanimously  agreed 
with  the  advertising  message  that  simple  drug 
schedules  were  preferable.  This  was  particular- 
ly true  when  treating  elderly  patients  because  of 
the  prevalence  in  this  population  of  cognitive 
difficulties,  compliance  affecting  memory 
problems,  and  polypharmacy  due  to  high  levels 
of  comorbidity.  However,  it  was  pointed  out  that 
although  simplicity  may  be  important  to  the  care 
of  some  elderly  patients,  one  has  to  question  how 
important  it  is  when  treating  an  ambulatory 
elderly  patients  may,  in  fact,  be  more  compliant 
with  antihypertensives  than  younger  patients.5 
Much  of  the  data  finding  noncompliance  in  elder- 
ly patients  has  been  traced  to  poor  patient- 
physician  communication.  Faced  with  a patient 
having  compliance  problems  with  a multiple  dose 
drug,  the  participating  residents  agreed  that  it 
would  be  more  prudent  for  the  physician  to  first 
focus  on  improved  communication  rather  than 
immediately  switching  to  a less  complicated, 
more  expensive  alternative  formulation.  Many 
sustained  release  preparations  are  “second 
generation”  products  developed  a few  years  after 
the  initial  products’  release.  Patent  status, 
research  and  development  costs,  as  well  as  new 
promotional  expenses  may  result  in  a significant 
increase  in  price  for  a sustained  release  prepara- 
tion. The  tradeoff  in  costs  for  convenience  may 
make  sense  for  some  patients,  but  certainly  not 
for  all. 
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Cost:  The  Unadvertised  Factor 

The  importance  of  cost  to  the  geriatric  patient 
is  unclear.  It  is  the  least  studied  of  the  factors 
influencing  antihypertensive  compliance.  The 
limited  research  available  suggests  that  when  a 
patient  pays  for  drugs,  cost  significantly  affects 
compliance.  Of  the  12  antihypertensive  journal 
ads  mentioned  previously,  none  mentioned  cost. 
The  patients  portrayed  in  the  ads  appeared  to  be 
affluent  elderly  - individuals  likely  to  be  more 
concerned  about  side  effect  risk  and  convenience 
than  prices.  Avoidance  of  the  issue  of  cost  in  the 
examined  advertisements  was  a wise  promo- 
tional decision.  In  the  Mount  Sinai  Hospital 
clinic  pharmacy,  cost  to  the  patient  of  a 
one-month  supply  in  the  lowest  recommended 
antihypertensive  dose  of  the  12  drugs  ranged 
from  $14.53  to  $40.69,  with  a median  of  $22.23. 
In  comparison,  prices  for  four  unadvertised 
generic  alternatives,  namely,  hydrochloro- 
thiazide, propranolol,  hydralazine,  and 
alphamethldopa  ranged  from  $4.00  to  $8.67  a 
month. 

Considering  the  poor  coverage  provided  by 
i Medicare  and  most  insurance  plans  for  prescrip- 


PHYSICIAN 

OPPORTUNITIES 

Nonprofit  ambulatory, 
community  health  center 
seeks  a Pediatrician  and  a 
Medical  Director 
for  immediate  openings. 
Medical  Director  should  be  Family 
Practitioner  or  Internist,  with 
strong  organizational  and  manage- 
ment skills.  Applicants  for  both 
positions  should  be  board  certified, 
with  a commitment  to  serving 
underprivileged  communities. 
Send  resume  to: 

Personnel  Department, 
Charter  Oak  Terrace/Rice  Heights 
Health  Center,  81  Overlook  Terrace, 
Hartford,  Connecticut,  06106. 
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tion  drugs,  elderly  patients  with  fixed  incomes 
can  be  devastated  by  long  continued  expensive 
drugs.  Treating  a population  of  patients  uniform- 
ly with  an  expensive  drug  with  marginal  advan- 
tages may  result  in  benefit  to  a few,  while  at  the 
same  time  adversely  affecting  a great  many 
because  of  forced  noncompliance  or  “under- 
compliance” for  economic  reasons. 

The  objective  of  this  seminar  was  to  put  the 
economic  factor  in  proper  perspective  compared 
to  pharmaceutical  promotional  claims.  I believe 
that  physicians  with  such  an  educational 
background  are  more  likely  to  develop  a relative 
value  scale  for  therapeutic  decision  making  that 
is  appropriately  balanced. 
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‘ Doctor,  I really 
want  to  go  back  to 
work  but  I’m  afraid 
I can’t  handle  it.* 
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What  can  you  do  for  a patient 
who  is  unable  to  return  to  work 
because  of  injury  or  illness? 

You  can  refer  your  patient  to  the 
Work  Hardening  Program  at 
the  Delaware  Curative  Workshop. 


DELAWARE 
CLRATIVE 

\ WORKSHOP 

(302)  656-2521  • 1600  Washington  Street -Wilmington,  DE  19802 
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The  letters  you  can  barely  see  are  the  sounds 
many  of  your  patients  can  barely  hear 

Most  of  them  can  be  helped  with  the  technology  now  available  in  an  in-the-ear 
hearing  aid.  Wilmington  Audiology  Services  offers  state  of  the  art  hearing  aid 
evaluations,  comprehensive  hearing  aid  services,  and  a 30  day,  money  back  trial. 

Call  us  for  a convenient  physician  referral  packet. 


Clinical  Audiologists: 

Julie  J.  Pehrson,  M.Ed. 

Lisa  B.  Lewis,  M.A. 

Terri  Lynch-Kenyon,  M.A. 

Staff  Otolaryngologist: 

William  L.  Medford,  Jr.  M.D. 
Jay  D.  Luff,  M.D. 


Wilmington  Audiology  Services 

Hear  What  You’re  Missing 

2300  Pennsylvania  Avenue 
Wilmington,  DE  19806 
(302)  654-1011 
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EDITORIALS 


Members  of  the  Medical  Society  of  Dtlaware  are  invited  to  submit  material. 
Preferred  length  is  approximately  250-500  words.  For  further  information 
contact  the  Journal  office,  658-3957. 


Access  to  Health  Care  in  America 


Access  to  health  care  in  America  is  an  issue 
which  must  be  addressed  in  the  immediate  future 
by  physicians,  legislators,  and,  yes,  the  legal  com- 
munity, at  all  levels  - national,  state,  and  local. 
If  physicians  do  not  take  the  lead  in  proposing 
solutions  to  the  problem,  legislators  and  other 
interested  parties  will  impose  a solution  on 
physicians  which  may  be  undesirable  and 
unnecessarily  bureaucratic. 

Why  the  need  for  change?  As  outlined  in  a 
Position  Paper  by  the  American  College  of 
Physicians1  (ACP),  the  current  health  care 
system  (or  non-system)  creates  a multitude  of 
problems,  both  for  patients  and  physicians.  Today, 
there  are  roughly  31  to  37  million  Americans 
without  any  form  of  health  insurance  and  an 
additional  50  million  Americans  who  have 
inadequate  insurance.  At  the  same  time,  national 
health  care  expenditures  continue  to  rise  (from 
$75  billion  in  1970  to  $600  billion  in  1989)  with 
administrative  costs  a considerable  component  of 
this  expenditure. 


The  ACP  Position  Paper  outlines  its  Criteria  fc 
a Better  System: 

“Benefits 

1.  There  should  be  a mechanism  for 
determining  the  scope  of  benefits. 

2.  There  should  be  a uniform  minimum 
package  of  benefits  for  all. 

3.  Coverage  decisions  should  be  based  on 
clinical  effectiveness. 

4.  Coverage  and  benefits  should  be  con- 
tinuous and  independent  of  place  of 
residence  or  employment. 

Financing 

5.  Financing  should  be  adequate  to 
eliminate  financial  barriers  to  obtain- 
ing needed  care. 

6.  There  should  be  mechanisms  for 
controlling  costs. 

7.  Administrative  expenses  and  pro- 
cedures should  be  minimized. 
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8.  Professional  liability  costs  should  be 
minimized. 

9.  Existing  sources  of  revenue  should  be 
incorporated  into  any  new  financing 
system. 

Organization  and  Delivery 

10.  There  should  be  an  adequate 
infrastructure  in  terms  of  facilities 
and  manpower  to  deliver  optimum 
health  care  services  efficiently  and 
effectively. 

11.  There  should  be  mechanisms  to 
assure  quality. 

12.  Innovation  and  improvement  should 
be  fostered. 

13.  The  system  should  be  flexible. 

14.  Incentives  should  be  provided  to  en- 
courage individuals  to  take  respon- 
siblility  for  their  own  health,  seek 
preventive  health  care,  and  pursue 
health  promotion  activities. 


Satisfaction 

15.  Patients  should  be  satisfied. 

16.  Physicians  and  other  health  care  pro- 
fessionals should  be  satisfied.” 

To  these  criteria  I would  add  a fourth  category: 

Restrictions  to  Coverage 

17.  Decisions  to  provide  coverage  for  treat- 
ment shouldbe  based  on  clinical  effec- 
tiveness when  therapy  can  be 
reasonably  assumed  to  result  in  a 
meaningful  extension  of  life.  Priorities 
must  be  established  in  the  treatment 
of  the  hopelessly  ill.  Individuals 
should  be  encouraged  to  determine 
the  limits,  if  any,  to  the  intensity  of 
their  own  medical  care  in  the  event  of 
serious  illness  or  advanced  age. 

18.  Patients  and  physicians  must  accept 
the  fact  that  not  all  diagnostic  and 


MILFORD 
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Milford,  DE  19963 
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A Service  ol  the  Dickinson  Medical  Group,  P.A 


STAFF 

Medical  Director 

Jere  G.  Sutton,  D.O. 

Occupational  Therapy 
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Physical  Therapy 

Lois  A.  Hamilton,  PT 

Athletic  Trainer 

Roger  M.  Hunt,  MS,  ATC 
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therapeutic  technologies  can  be  made 
available  to  all  individuals  Difficult, 
but  nevertheless  critical,  rationing  (as 
is  now  being  considered  for  Medicaid 
patients  in  Oregon)  must  take  place. 

19.  Access  to  health  care  in  America  must 
be  for  citizens  of  the  United  States,  not 
citizens  of  those  countries  in  im- 
mediate proximity  to  the  United 
States.  Enforcement  of  this  must  be 
rigid. 

In  its  Position  Paper  the  ACP  looks  at  what  it 
perceives  to  be  the  options  for  extending  health 
insurance  protection.  After  a thorough  analysis, 
it  concludes  that  establishing  a universal  access 
to  health  insurance  program  is  the  answer.  It 
suggests  that  the  program  should  be  a govern- 
ment one,  but  has  no  answers  as  to  how  the  costs 
are  to  be  borne. 

The  ACP  should  be  lauded  for  its  Position 
Paper.  As  a representative  body  of  internists,  the 
ACP  is  attempting  to  play  a role  in  shaping  the 
future  of  its  members  It  seeks  to  avoid  legislation 
by  default,  all  too  often  a problem  with  physi- 
cians, by  taking  an  active  role.  Disagreement  on 
the  ACP’s  proposed  solution  to  the  problem  of 
lack  of  accessibility  to  medical  care  in  the  United 
States  is  inevitable.  The  ACP  does  not  have  the 
answer;  no  one  does  in  1990.  However,  at  a 
minimum,  the  ACP  has  demonstrated  the  kind 
of  thoughtful  and  well-informed  approaches 
which  must  be  taken  by  all  constituencies  if  solu- 
tions to  the  problem  are  to  be  found. 

Virginia  U.  Collier,  M.D. 


1.  American  College  of  Physicians.  Position 
paper:  access  to  health  care.  Ann  Int  Med. 
1990;112:641-61. 


whenever  she  needs  it 
and  independence 
when  she  doesn’t 


Everyone  deserves  a lift,  a boost  and  a smile 
every  now  and  then.  As  a personal  care  commu- 
nity, SouthPark  Terrace  offers  the  best  alterna- 
tive to  nursing  home  care.  We're  a licensed, 
assisted  care  and  independent  residential  facil- 
ity. We  provide  the  kind  of  assistance  people 
need  to  stay  independent  Renting  here  gives 
you  a choice  of  spacious,  comfortably  furnished 
suites  or  studio  apartments,  each  with  private 
bath.  There's  peace  of  mind  in  knowing  our 
licensed  nurses  are  at  your  service  24  hours  a 
day.  Should  someone  need  help  with  bathing, 
dressing  or  medications,  our  skilled  care  staff  is 
always  on  duty. 

At  SouthPark  Terrace,  caring  about  people 
always  comes  first.  It  makes  caring  for  people 
come  easy. 


now, 
we’ve 
made  it 
even 
more 

affordable. 


Call  our  Executive  Director,  Vivian  Heinbaugh, 
N.H.A.,  at  (302)  655-2909  to  find  out  more 
about  a better  way  of  retirement  living. 

Ask  about  our  Adult  Day  Care  and  Vacation 
Planning  Programs. 


^ ^ 

SCOTHPARK  TERRACE 


1 605  N.  Broom  Street  Operated  by  Health  Management  Services,  Inc. 
Wilmington,  DE  1 9806  with  more  than  20  years  of  expertise 
(302)  655-2909  in  managing  retirement  communities. 
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PRINCIPLES  AND  The  Johns  Hopkins  Medical  Institutions  presents  “Principles  and  Practice 
PRACTICE  OF  MRI  of  MRI”  on  Novemberl-4,  1990,  at  the  Hyatt  Regency  Baltimore  in 
Baltimore,  Maryland.  The  cost  of  the  programis  $495,  $250  (residents  and 
fellows),  and  24  AMA  Category  I credits  will  be  awarded.  For  information, 
contact  the  Office  of  Continuing  Education,  Turner  Building,  720  Rutland 
Avenue,  Baltimore,  Maryland  21205,  (301)  995-2959. 


GETTING  "HIGH  TECH"  The  Department  of  Social  Work  announces  a one-day  seminar  Thursday, 
KIDS  HOME  September  27,  1990,  titled  “Getting  ‘High  Tech’  Kids  Home:  A Challenge 
For  Families  and  Health  Care  Professionals.”  The  seminar  will  be  held  at 
The  Alfred  I.  duPont  Institute  in  Wilmington,  Delaware  for  social  workers, 
discharge  planners,  case  managers  and  nurses.  For  more  information  call 
(302)  651-6752. 
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Community  Support 

In  a few  short  weeks  the  United  Way  Campaign 
will  be  underway.  Ali  Hameli  will  head  up  the 
Physicians’  Campaign  this  year  and  will  be 
actively  seeking  your  contributions. 

Physicians  in  our  community,  in  comparison  to 
other  groups,  are  not  active  in  their  participation 
in  this  effort.  I have  had  the  opportunity  on  two 
occasions  to  be  the  Chairman  of  the  Physicians’ 
United  Way  Campaign  and  have  given  much 
consideration  as  to  why  our  group  does  not 
participate  to  the  level  of  its  potential. 

It  seems  to  me  that  the  single  most  important 
reason  is  the  failure  on  the  part  of  the  community 
to  recognize  the  enormous  charitable 
contribution  each  of  us  makes  in  meeting  our 
hospital  service  obligation,  volunteering  in 
community  centers,  accepting  low  income 
patients  in  our  offices  and  the  like,  all  resulting 
in  thousands  of  dollars  of  care  rendered.  Other 
factors  such  as  physician  debt,  family  obligations, 
contribution  to  other  charities,  economic 
downturns  and  so  forth  are  hardly  ever 
mentioned  as  reasons  for  not  contributing. 

The  effort  to  mobilize  the  physicians  to 
recognize  the  United  Way  has  been  great  on  the 
part  of  both  the  Medical  Society  and  the 
Osteopathic  Society.  The  auxiliaries  of  both 
societies  have  been  deeply  involved.  Corporate 
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sponsorship  of  special  events  and  recognition 
gifts  have  been  generously  provided.  Yet,  the 
contributions  remain  flat  year  after  year. 

The  community  need,  however,  continues  to 
grow.  The  average  person  will  place  food,  shelter 
and  safety  far  above  health  care  in  order  of 
priority.  The  provision  of  these  very  services  is 
what  the  United  Way  is  all  about.  These  are  the 
primary  needs  identified  in  the  community.  Your 
support  is  also  needed  to  help  meet  these  basic 
human  needs. 

Please  then,  when  the  request  is  made  of  you 
this  year  to  contribute  to  the  United  Way,  under- 
stand that  the  community  does  recognize  all  your 
charitable  contributions  in  health  care,  but  there 
is  still  a great  need  for  support  to  provide  for  the 
basic  needs  of  those  less  fortunate  in  our 
community.  As  we  have  all  said  many  times, 
medicine  cannot  be  all  things  to  all  people,  but 
those  of  us  who  make  up  “medicine”  can  also  con- 
tribute in  many  ways  to  the  welfare  of  the  com- 
munity by  providing  for  persons  in  need. 


William  H.  Duncan,  M.D. 
President 
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individual  coverage  needs.  Our  innovative 
Occurrence  Plus  policy,  for  example,  combines 


the  best  features  of  standard  occurrence  and 
claims-made  and  offers  you  the  broadest 
insurance  protection  available. 

And  coverage  is  only  half  the  story.  Princeton 
has  seasoned  specialists  working  on  your  behalf 
— specialists  who  know  health  care  and  insur- 
ance — so  service  is  prompt  and  professional. 
Plus,  our  team  of  risk  management  consultants 
is  ready  to  answer  your  questions,  or  arrange  on- 
site educational  programs. 

Whether  it's  your  patient's  future,  or  your  own, 
that's  on  the  line,  making  the  right  choices  is 
critical.  Choose  the  insurer  that  offers  experi- 
ence, flexibility  and  service.  Choose  Princeton 
Insurance  Company.  Call  your  independent 
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Headache  and  Sudden  Collapse  in  a Young  Man 


Edward  F.  Ewen,  Jr.,  M.D. 


CASE  PRESENTATION 

Kirsten  Hauer,  M.D. 

The  patient  is  a 31-year-old  white  male  with  a 
history  of  an  enlarged  sella  tursica  who 
presented  with  the  chief  complaint  of  decreased 
level  of  consciousness.  The  enlarged  sella  tursica 
was  found  incidentally  6 years  previously  when 
a skull  x-ray  was  performed  after  trauma.  The 
patient  was  asymptomatic,  and  no  further 
evaluation  was  done.  At  the  time  of  presentation, 
there  was  a one  year  history  of  a “chronic  sinus 
headache”,  which  had  resolved  three  months 
before  admission.  For  several  months,  he  had 
noticed  increased  libido,  and  over  the  past  four  to 
five  weeks,  he  complained  of  fatigue,  which  he 
attributed  to  a heavy  work  schedule.  Three  days 

Di  Ewen  is  the  Director  of  Outpatient  Services  in  the  Department  of  Medicine 
and  a member  of  the  Assistant  Staff,  Section  of  General  Internal  Medicine  at  the 
Medical  Center  of  Delaware. 

Dr.  Hauer  is  a Fellow,  Section  of  Infectious  Diseases,  Temple  University  School 
of  Medicine,  and  a former  resident  in  the  Department  of  Medicine  at  the  Medical 
Center  of  Delaware. 

Presented  at  Medical  Grand  Rounds,  Department  of  Medicine,  Medical  Center 
of  Delaware  on  February  23,  1989 
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before  admission,  he  developed  a progressive 
headache,  restlessness,  anorexia,  lethargy,  and 
confusion.  On  the  day  of  admission,  he  awoke 
with  nausea,  vomiting,  prostration,  and 
hallucinations,  and  did  not  recognize  his  wife. 

The  patient’s  father  was  known  to  have  multi- 
ple endocrine  neoplasia  Type  I (MEN  I),  and  had 
required  a pancreatectomy  because  of  an 
insulinoma.  His  father’s  identical  twin  also  had 
MEN  I. 

On  physical  examination  the  pulse  varied  from 
90  to  120  beats  per  minute,  but  vital  signs  were 
otherwise  normal.  He  appeared  restless  and 
macrocephalic  with  broadened  facial  features. 
Hair  distribution  was  normal.  There  was  no 
nuchal  rigidity,  but  there  was  limitation  of 
motion  on  flexion  of  the  neck.  Examination  of  the 
heart,  lungs,  and  abdomen  were  normal.  On 
neurologic  examination,  the  patient  could  speak 
clearly  but  demonstrated  poor  word  choice.  He 
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was  disoriented  to  place  and  time.  The  right  pupil 
was  1 mm  larger  than  the  left,  but  both  were  reac- 
tive to  light.  Extraocular  movements  were  intact. 
There  was  a right  visual  field  deficit.  Motor  and 
sensory  examinations  were  normal. 

The  serum  sodium  was  128  mM/L,  glucose  155, 
potassium  3.6,  serum  bicarbonate  19  mM/L. 
Ionized  calcium  was  1.22  (nl  = 1.12-1.32).  The 
serum  thyroxine  level  was  5.4  ug/dl  with  a T; 
resin  uptake  of  32 % . A 2pm  cortisol  level  was  41.9 
ug/dl  (nl  = 2-9)  and  a prolactin  level  11  ng  ml 
(nl  = 1 .5-9.2 ). 

The  patient  was  admitted  to  the  neurosurgical 
service.  No  aneurysm  was  seen  on  cerebral 
angiography,  but  computerized  tomography  (CT) 
of  the  head  showed  a large  calcified  suprasellar 
mass  with  hemorrhage  into  the  lateral 
ventricles.  He  subsequently  underwent  subtotal 
resection  of  the  mass. 

DISCUSSION 

Edward  F.  Ewen,  -Jr.,  M.D. 

This  is  an  unfortunate  case  of  pituitary 
apoplexy  in  a 31 -year-old  male  with  a large 
pituitary  adenoma  and  a family  history  of  MEN 
I.  I will  begin  with  a discussion  of  pituitary 
apoplexy,  briefly  review  MEN  I,  and  finally 
comment  on  the  case  presented  above. 

PITUITARY  APOPLEXY 

The  term  pituitary  apoplexy  refers  to  a clinical 
syndrome  characterized  by  sudden  headache, 
often  associated  with  nausea,  vomiting,  and  men-  i 
ingeal  irritation,  sudden  visual  deterioration, 
ophthalmoplegia,  and  evidence  of  an  intrasellar 
mass  on  radiographic  studies.  Rapid  enlargement 
of  a pituitary  adenoma  secondary  to  hemorrhage 
or  infarction  with  associated  edema  is  respon- 
sible for  the  distinctive  clinical  picture.  Hemor- 
rhagic necrosis  is  a relatively  common  occurrence 
in  patients  with  pituitary  adenomas,  occurring 
in  up  to  22%  of  such  patients.  The  clinical  presen- 
tation may  be  variable,  ranging  from  asymp- 
tomatic to  catastrophic.  The  term  pituitary 
apoplexy  is  reserved  for  only  those  patients  with 
evidence  of  compression  of  parasellar  structures 
or  meningeal  irritation.  | 
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The  tendency  to  develop  pituitary  apoplexy  is 
independent  of  the  histological  type  of  adenoma. 
However,  those  patients  with  larger  tumors  and 
a greater  degree  of  suprasellar  extension  appear 
predisposed  to  the  syndrome.  Previous  cranial 
irradiation,  increased  intracranial  pressure, 
trauma,  estrogen  replacement,  bromocriptine 
use  in  prolactinoma,  and  anticoagulation  have 
all  been  associated  with  an  increased  risk  of 
pituitary  apoplexy,  but  these  associations  are 
based  on  uncontrolled  studies  and  case  reports 
and  probably  represent  selected  populations. 

Pituitary  apoplexy  typically  presents  as  a 
sudden  frontal  headache  followed  within  several 
hours  to  three  days  by  ophthalmoplegia, 
decreased  visual  acuity,  visual  field  defects, 
meningeal  irritation,  and  often  deterioration  in 
the  level  of  consciousness.  Headache,  often 
accompanied  by  nausea  and  vomiting,  may 
precede  neurologic  deficits  and  may  be  due  to 
pressure  on  the  diaphragm  sella  or  meninges. 
Upward  expansion  of  the  tumor  interrupts  the 
optic  tracts,  leading  to  decreased  visual  acuity 
and  visual  field  defects.  Further  upward  expan- 


sion can  compress  the  diencephalon  and 
mesencephalon  causing  impaired  motor  and 
respiratory  function,  disturbed  temperature 
regulation,  and  impaired  consciousness.  Lateral 
enlargement  through  the  cavernous  sinus  may 
impinge  on  cranial  nerves  III,  IV,  V,  VI,  the 
sympathetic  chain,  and  carotid  artery.  Impinge- 
ment of  these  structures  is  most  often  unilateral. 
The  oculomotor  nerve  is  most  commonly  involv- 
ed, with  resulting  impairment  of  medial  and 
downward  gaze,  diplopia,  ptosis,  and  mydriasis. 
Involvement  of  the  abducens  and  trochlear 
nerves  is  less  common.  Damage  to  the  trigeminal 
nerve  can  lead  to  unilateral  facial  pain  or  sensory 
deficit  with  loss  of  the  corneal  reflex. 
Sympathetic  chain  impingement  results  in  a 
unilateral  central  Horner’s  syndrome  with 
miosis,  ptosis,  and  anhydrosis  limited  to  the 
forehead.  Obstruction  of  the  cavernous  sinus  may 
result  in  proptosis,  eyelid  edema,  and  rhinorrhea. 
Rarely,  carotid  occlusion  secondary  to  direct 
compression  or  vasospasm  leads  to  a dense 
hemiparesis.  Subarachnoid  extravasation  of 
blood  causes  meningeal  irritation  with 
photophobia,  nuchal  rigidity,  altered 
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consciousness,  and  increased  risk  of  cerebral 
vasospasm. 

The  diagnosis  of  pituitary  apoplexy  should  be 
suspected  given  the  signs  and  the  symptoms 
described  above,  particularly  in  a patient  with  a 
known  sellar  mass.  However,  confirmation 
requires  radiologic  investigation  by  CT  or 
magnetic  resonance  imaging  (MRI).  A recent 
hemorrhage  appears  as  a hyperdense  lesion  by 
CT  scan  indicating  the  acute  extravasation  of 
blood  into  a sellar  mass.  After  several  days  this 
extravasation  becomes  isodense  and  then 
hypodense  making  confirmation  of  pituitary 
hemorrhage  more  difficult.  MRI  appears  to  be 
superior  to  CT  scanning  in  the  sub-acute  period 
and  demonstrates  an  increased  Tl  signal  most 
often  indicating  hemorrhage  within  the  mass. 

The  different  ial  diagnosis  of  pituitary  apoplexy 
is  summarized  in  Table  1.  Aneurysmal 
subarachnoid  hemorrhage  is  the  most  commonly 
considered  alternative  diagnosis.  Suprasellar 
aneurysms  can  mimic  hemorrhagic  pituitary 
adenomas  both  in  clinical  presentation  and 
radiographic  appearance.  Angiography  is  often 
needed  to  distinguish  between  the  two  conditions. 


Aneurysmal  subarachnoid  hemorrhage 

Intracerebral  hematoma 

Viral  encephalitis 

Retrobulbar  optic  neuritis 

Brain  stem  infarction 

Temporal  arteritis 

Ophthalmoplegic  migraine 


Table  1.  Differential  Diagnosis  of  Pituitary 
Apoplexy. 


Medical  management  consists  primarily  of 
careful  evaluation  of  hormonal  status  with 
appropriate  hormone  replacement.  Steroid 
replacement  should  be  instituted  immediately 
when  the  diagnosis  is  suspected.  Surgical  treat- 
ment with  transphenoidal  or  transcranial 
decompression  is  reserved  for  those  patients  with 
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severe  mental  or  visual  impairment  or 
progressive  deterioration  with  conservative 
management.  Ophthalmoplegia  often  resolves 
spontaneously  with  medical  therapy  alone  while 
visual  recovery  is  slow,  often  incomplete  and  most 
dependent  on  early  decompression.  Pituitary 
apoplexy  commonly  results  in  long  term 
pituitary  hypo-function.  Growth  hormone 
deficiency  is  most  frequently  encountered,  follow- 
ed by  diminished  cortisol  and  thyroid  hormone 
secretion. 

MEN  I 

MEN  I or  Wermer’s  syndrome  is  characterized 
by  tumors  of  the  pituitary  gland  and  pancreatic 
islet  cells  with  associated  hyperparathyroidism. 
It  has  also  been  associated  with  carcinoid, 
adrenocortical,  and  lipomatous  tumors.  MEN  I 
occurs  both  in  a familial  form  (autosomal 
dominant  inheritance  pattern  with  a high  degree 
of  penetrance)  and  in  a sporadic  form.  The 
estimated  incidence  approaches  0.25%  and 
affects  all  age  groups  (5-81  years).  Clinical 
presentation  depends  on  the  location  and  type  of 
tumor  involved. 

Primary  hyperparathyroidism  is  present  in 
greater  than  95%  of  MEN  I patients,  with 
adenomatous  or  hyperplastic  involvement, 
frequently  of  all  four  parathyroid  glands. 
Patients  most  commonly  present  with  asymp- 
tomatic hypercalcemia  or  nephrolithiasis. 
Surgical  removal  of  the  glands  provides  the  only 
effective  management  of  this  condition.  Because 
of  the  high  recurrence  rate,  total  parathyroidec- 
tomy with  autotransplantation  to  the  forearm 
has  become  the  treatment  of  choice. 

Pancreatic  tumors,  including  hyperplasia, 
adenoma,  or  carcinoma,  occur  in  30-80%  of 
patients.  The  majority  of  these  tumors  produce 
significant  amounts  of  hormone  and  are 
associated  with  distinct  clinical  syndromes. 
There  are  frequently  multiple  lesions  within  the 
pancreas  and  distant  metastases  are  not 
uncommon.  Gastrin  secreting  tumors 
(gastrinomas)  account  for  50%  of  all  pancreatic 
islet  cell  tumors  in  MEN  I.  This  hypersecretion 
of  gastrin  results  in  the  Zollinger-Ellison 
syndrome  with  recurrent  severe  peptic  ulcera- 
tion, marked  gastric  acid  production,  steator- 
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rhea,  diarrhea,  and  an  elevated  fasting  serum 
gastrin  concentration  associated  with  an 
increased  basal  gastric  acid  secretion. 
Insulinomas  represent  30%  of  pancreatic  tumors 
in  MEN  I and  present  with  hypoglycemia 
occurring  after  fast  or  exertion.  Plasma  insulin 
concentrations,  C-peptide,  and  proinsulin  levels 
are  elevated  in  the  hypoglycemic  state. 
Glucagonomas  are  relatively  rare  and 
characteristically  present  with  a skin  rash, 
weight  loss,  anemia,  stomatitis,  glucose 
intolerance,  and  hyperglucagonemia.  As  many  as 
50%  of  these  patients  have  distant  metastases  at 
the  time  of  diagnosis.  VIPomas  are  seen 
infrequently  and  secrete  vasoactive  intestinal 
peptide  resulting  in  watery  diarrhea, 
hypokalemia,  and  achlorhydria. 

Pituitary  tumors  have  been  reported  in  15-90% 
of  patients  with  MEN  I.  Approximately  60%  of 
these  tumors  secrete  prolactin,  25%  growth 
hormone,  and  3%  adrenocorticotrophin  ( ACTH). 
Ten  percent  appear  to  be  non-functioning.  The 
clinical  presentation  depends  on  tumor  size  and 
hormone  secretion,  and  treatment  is  similar  to 
that  in  non-MEN  I associated  pituitary  tumors. 

The  case  presentation  above  provides  a clear  ex- 
ample of  pituitary  apoplexy  syndrome.  The  past 
history  of  chronic  headaches,  visual  deteriora- 
tion, and  enlarged  sella  on  radiographic 
examination  of  the  skull  suggests  an  expanding 
sellar  mass  extending  superiorly  through  the 
diaphragm  sella.  The  sudden  severe  headache, 
meningismus,  worsening  visual  field  defect,  and 
deterioration  of  mental  status  indicate  rapid 
enlargement  of  this  mass  with  hemorrhage  into 
the  subarachnoid  space.  The  clinical  diagnosis 
was  confirmed  by  CT  scan  and  angiogram.  The 
family  history  of  MEN  1 and  a pituitary  adenoma 
certainly  suggests  the  presence  of  MEN  1 
syndrome  in  this  patient  as  well. 

Speculation  on  the  type  of  pituitary  adenoma 
involved  is  difficult  based  on  the  incomplete 
information  provided.  The  macrocephaly, 
broadened  facial  features,  chronic  sinusitis,  and 
elevated  serum  glucose  suggest  acromegaly 
secondary  to  a growth  hormone  secreting 
pituitary  tumor.  Prolactinoma  is  unlikely  based 
on  the  mild  elevation  in  prolactin  in  this  patient. 
The  elevated  cortisol  probably  represents  a stress 
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response  rather  than  an  underlying  ACTH 
producing  tumor  or  functioning  adrenal 
neoplasm.  Although  parathyroid  gland  involve- 
ment is  likely  in  this  patient,  it  was  apparently 
sub-clinical  at  the  time  of  presentation. 
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SCIENTIFIC  ARTICLE 


Response  oi  Tumors  to  Thermodynamic  Stimulation 
of  the  Immune  System 


Arnold  R.  Keen 
Robert  W.  Frelick,  M.D. 


The  immune  system  can  impact  on  the 
initiation  and/or  control  of  cancer.  Stimulation  of 
the  immune  system  has  been  tried  to  control 
cancer.  A number  of  lymphokines  developed  from 
cells  of  the  immune  system  have  been  shown  to 
affect  tumor  growth.  Good  nutrition  has  been 
shown  to  improve  the  immunity.  The  injection  of 
specific  E.  Coli  endotoxin1  can  be  used  to 
stimulate  multiple  biological  cytokines  with  an 
associated  increase  in  body  temperatures  up  to 
40  degrees  (preferably  39  to  40  degrees  C).  There 
is  also  evidence  that  such  endotoxin  can  prevent 
tumor  growth,  or  cause  tumor  regression  or 
disappearance.  It  is  not  clear  how  much  of  the 
effect  is  due  to  differentiation  of  tumor  cells,  i.e., 
from  a malignant  phase  to  a more  normal 
appearance,  and  how  much  to  destruction  of 
tumor  cells,  and  what  role  temperature  plays  in 
the  process.  This  paper  reviews  available 
evidence  for  using  the  E.  Coli  endotoxin  as  a 
physiologic  stimulus  for  the  production  of 

Prior  to  his  retirement  Mr.  Keen  was  a chemical  engineer  with  the  Du  Pont 
Company. 

Dr.  Frelick  is  a medical  oncologist  in  Wilmington  and  a consultant  to  the  Medical 
Center  of  Delaware. 
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lymphokines  in  the  presence  of  fever  to  control 
tumor  growth. 

For  the  purposes  of  this  report  the  following 
definitions  are  outlined: 

A.  Fever  - Fever  is  an  elevation  of  body 
temperature  that  is  above  the  normal  range 
because  of  a shift  in  the  hypothalamic  set  point. 
This  for  most  humans  ranges  around  37  degrees 
C.  Even  at  an  elevated  set  point  the  body  controls 
the  range  of  the  temperature  at  a new  set 
point. 2’3,4,5 

B.  Hyperthermia  - Hyperthermia  is  defined  as 
the  elevation  of  body  temperature  above  the  set 
point  controlled  by  the  hypothalamus.  It  occurs 
when  peripheral  heat  dissipating  mechanisms 
have  either  been  impaired  by  drugs  or  over- 
whelmed by  external  (environmental)  or  internal 
(metabolic)  heat.  Hyperthermia  is  not  controlled 
by  the  hypoghalamic  set  point  as  fever  is. 

C.  Primary  stimulation  results  from  a stimulator 
that  induces  leukocytes  and  other  cells  to  elicit 
secondary  (or  other)  stimulators  which  have  a 
direct  effect  on  changing  body  processes.  The 
primary  stimulator  being  discussed  in  this  paper 
is  U.S.  Reference  E.  Coli  Endotoxin  (lot  EC5) 

1155 


Scientific  Article  - Keen 


Bureau  of  Biologies,  FDA,  Bethesda,  Md.1  The 
endotoxin  is  probably  unable  to  cross  the  blood 
brain  barrier  but  presumably  affects  the 
hypothalamic  set  point  through  lymphokines 
including  Interleuken  II." ! 4 

D.  Secondary  Stimulators  - This  includes  factors 
arising  from  stimulation  by  primary  (or  later) 
stimulators  which  in  turn  stimulate  the 
production  of  other  compounds.  Items  E to  L are 
presumably  secondary  stimulators. 

E.  Differentiation  Factors  (DF)  - The  group  of 
proteins  which  regulate  or  produce  the  differen- 
tiation of  cells  to  maturity. 

F.  Dedifferentiation  Factors  (DDF)  - The  group  of 
proteins  or  other  compounds  which  cause  cells  to 
dedifferentiate  from  mature  cells  to  stem  cells. 

G.  Tumor  Necrosis  Factor  (TNF)  - A macrophage 
product  that  appears  to  have  direct  cytotoxic 
effect  on  certain  tumor  cells  as  well  as  on  some 
normal  cells.  It  is  also  known  as  Cachectin. 

H.  Interlukens  (IL)  - Leukocyte  generated 
proteins  that  are  part  of  the  immune  system. 

I.  Interferons  (IF)  - Leukocyte  generated  proteins 
that  are  part  of  the  immune  system.  They  appear 
to  be  involved  in  controlling  metastasis. 


J.  Growth  Inducers  (GI)  - Proteins  that  induce 
growth  of  cells. 

K.  Colony  Stimulating  Factors  (CSF)  - Factors 
released  by  cells  which  stimulate  growth  of  cells. 

L.  Other  Proteins  and  Peptides  - The  immune 
system  is  very  complex  and  utilizes  a large 
number  of  interacting  products.  It  is  very 
probable  that  many  involved  factors  remain 
unknown  and  undiscovered. 

Fever  has  been  recognized  from  the  earliest  days 
of  civilization.  The  word  “fever”  became 
synonymous  with  many  infectious  illnesses,  and 
is  mentioned  and  discussed  in  early  literature 
including  the  Bible.  For  example,  in  the  New 
Testament,  Christ  visits  Peter’s  mother-in-law 
who  “was  in  grip  of  high  fever”  and  effects  her 
recovery.6 

Since  fever  accompanied  most  infectious 
diseases  the  word  “fever”  became  part  of  the 
designation  of  many  illnesses.  Sir  William  Osier 
once  observed:  “Humanity  has  but  three  great 
enemies:  fever,  famine,  and  war.  Of  these  by  far 
the  greatest,  by  far  the  most  terrible  is  fever.”6 
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Hippocrates  stated:  “The  worst,  the  most 
protracted  diseases  were  the  continued  fevers.” 
Fever  was  regarded  as  an  undesirable  and 
unwanted  condition,  and  its  “guilt  by 
association”  still  remains  firmly  entrenched  in 
most  areas  of  current  medical  therapies. 

Even  in  ancient  times  all  were  not  in  agree- 
ment. The  great  17th  century  clinician, 
Sydenham,  known  as  the  “English  Hippocrates,” 
stated:  “fever  is  a mighty  engine  which  nature 
brings  into  the  world  for  the  conquest  of  her 
enemies!”  Rufus  of  Ephesus  perhaps  made  the 
earliest  declaration  of  the  potential  benefits  of 
fever  in  combatting  disease: 

“I  think  that  you  cannot  find  another  drug 
which  heats  in  a more  penetrating  manner  than 
fever...  and  if  there  were  a physician  skillful 
enough  to  produce  a fever,  it  would  be  useless  to 
produce  another  remedy  against  disease.” 

Current  studies  are  shedding  more  light  on  the 
role  of  fever  in  fighting  disease.  Attitudes  are 
slowly  changing.  Early  medical  practitioners 
observed  that  fever  accompanying  illness 
subsided  as  the  patient  improved.  Fever  was 
regarded  as  an  enemy  of  the  recovery  process. 
This  is  both  understandable  and  forgivable  since 
little  or  nothing  was  known  about  reaction 
kinetics  or  the  effect  of  temperature  on  molecular 
reaction  rates.  Dinarello  et  al“  stated: 

“Fever  is  a cardinal  sign  of  disease  and  the 
response  of  the  host  to  raise  body  temperature 
has  remained  unchanged  throughout  100  million 
years  of  evolution.  Fish  and  amphibians  develop 
fever  and  in  these  species  fever  clearly  enhances 
the  ability  to  survive  infection  - certainly,  fever 
occurs  at  considerable  expense  to  the  host  since 
it  is  associated  with  dysfunctions  in  metabolism, 
increased  oxygen  and  caloric  demands,  and 
potential  damage  to  neurologic  tissues.  Never- 
theless, elevated  body  temperature  enhances  the 
inflammatory  response  and  function  of  the 
immune  system  at  the  same  time  that  it  reduces 
the  replication  of  microbes  and  tumor  cells.” 

Kluger  et  al  found  that  fever  which  had  been 
shown  to  enhance  the  survival  rate  of  a small 
desert  lizard  also  improved  the  survival  of  rabbits 
infected  with  pasteurella  multocida.  ' H Duff  and 
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Durham'*  , in  in-vitro  experiments  with  mouse 
cells  found  T-cell  proliferative  response  and  a four 
to  ten  fold  increase  in  proliferation  of  thymocytes 
at  39  degrees  C.  as  compared  to  proliferation  at 
37  degrees  C.,  the  normal  mouse  temperature. 
B-cell  proliferation  did  not  show  the  same 
response.  Tests  on  primates  showed  similar 
results.  Those  treated  with  antipyretics  took  25% 
more  time  to  recover  than  the  untreated  controls. 

There  is  little  doubt  that  natural  fever  can  be 
a beneficial  factor  in  the  body’s  immune  and 
defense  system.1011  If  the  action  of  fever 
stimulating  agents  becomes  excessive,  the  fever 
response  can  exceed  the  limits  tolerable  to  the 
living  organism  with  serious  damage.  Before  the 
age  of  antibiotics,  it  was  frequently  impossible  to 
control  the  source  of  fever  arising  from  infectious 
disease. 

The  principles  of  thermodynamics  and  reaction 
kinetics  govern  body  chemical  reactions  as  well 
as  reactions  in  a test  tube.  In  a non-catalyzed 
reaction  in  a test  tube  a rise  of  10  degrees  C.  in 
temperature  increases  the  reaction  rate  100%. 
Since  most  body  reactions  are  catalyzed  by 
enzymes,  the  rate  of  increase  due  to  temperature 
increase  may  even  be  greater.  Duff  and  Durum9 
noted  in  their  investigations  a greatly  increased 
immuno-regulatory  response  to  fever. 

A resetting  of  the  body  thermostat  in  the 
hypothalamus  results  in  fever  as  part  of  the 
immune  system’s  defense  mechanism.  The 
increased  temperature  is  associated  with  an 
increased  output  and  activity  of  the  leukocytes 
and  its  products,  proteins,  peptides  and  other 
factors  as  part  of  the  immune  response.  An 
increased  temperature  is  also  associated  with 
increased  molecular  activity  due  to  the  increased 
kinetic  energy  of  the  reacting  molecules.  In  this 
way,  fever  loses  its  enemy  characteristics  and  can 
become  a friend  to  the  recovery  process. 

Years  ago,  central  nervous  system  syphilis1  2 
was  successfully  treated  by  induced 
temperatures  including  the  actual  intravenous 
injection  of  malaria  parasites  without  any 
obvious  adverse  effects  from  the  fever  itself.  I.V. 
typhoid  vaccine  or  I.V.  milk  were  used  to  produce 
fever  for  the  control  of  iritis  perhaps  on  the  basis 
that  the  fever  interfered  with  autoimmune 
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responses.  Pediatric  experiences  now  suggest 
that  children  with  infections  do  better  with 
temperatures  up  to  39  degrees  C.  in  comparison 
to  those  controlled  by  antipyretics.11 

Over  70  years  ago,  Coley11  noted  that  some  of 
his  cancer  patients’  tumors  disappeared  after 
febrile  illnesses,  especially  erysipelas.  As  a 
result,  he  developed  a bacterial  toxin  which  after 
repeated  injections  showed  evidence  of  definite 
therapeutic  responses  in  a number  of  patients.  In 
1934  the  American  Medical  Association  stated 
that  Coley’s  Toxins  were  the  only  known  systemic 
therapy  for  cancer.  However,  with  advances  in 
radiotherapy  and  subsequent  chemotherapy, 
clinical  interest  in  Coley’s  toxin  therapy 
diminished  and  even  became  controversial. 
Following  the  Kefauver  Act  in  1962,  Coley’s  Toxin 
was  designated  as  a new  drug  in  spite  of  its  use 
for  70  years. 

In  a summary  of  Coley’s  work  published  by  his 
daughter  Helen  Nauts  in  1982 13  some  of  the  best 
responses  were  associated  with  fever  production. 
Others14  23  have  attempted  to  reproduce  Coley’s 
findings  over  the  years  with  variable  results. 
Difficulties  in  standardization  of  the  toxin  and  a 
failure  to  recognize  the  importance  of  associated 
fever  may  have  been  responsible  for  limited 
responses.  Some  have  noted  definite  objective 
evidence  of  tumor  regression  with  induced  hyper- 
thermia without  the  toxin  suggesting  that  fever 
alone  can  be  a factor  in  tumor  control,  but  most 
investigators  have  focused  on  high  peak 
temperatures  to  induce  tumor  cell  destruction 
rather  than  on  a more  prolonged  exposure  of 
tumors  to  less  dangerous  temperatures.  Most 
recent  articles  report  results  of  combined  efforts 
of  fever  (heat)  and  radiotherapy,  chemotherapy, 
or  biological  modifiers.24  28  Review  of  the 
recent  literature  fails  to  reveal  studies  or 
observations  of  the  effect  of  fever  either  intermit- 
tent or  constant  up  to  40  degrees  over  1-2  weeks. 
Lack  of  observations  of  the  effect  of  naturally 
occurring  fevers  on  tumors  is  probably  related  to 
improved  ability  to  treat  such  infections  and  a 
tendency  to  therapeutically  reduce  fevers.  It  is 
less  clear  whether  the  fevers  reported  from  use 
of  many  of  the  biological  modifiers  including 
interferon  and  interleuken  may  have  played  a 
part  in  some  of  the  therapeutic  responses  noted. 
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Most  of  the  reports  have  reported  fever  as  part 
of  the  side  effects  which  needed  to  be  controlled, 
and  without  data  indicating  any  possible  rela- 
tionship between  fever  and  tumor  response. 

Mitchie30  has  demonstrated  that  Tumor 
Necrosis  Factor  (TNF)  is  stimulated  by  I.V. 
administration  of  E.  Coli  endotoxin.  Interesting- 
ly he  was  unable  to  show  that  control  of  the  side 
effects  with  ibuprofen  interfered  with  the 
production  of  the  TNF.  Measurable  levels  of  TNF 
could  be  found  within  a half  hour  of  the  injection. 
After  its  peak  in  about  two  hours,  the  level 
dropped  off  as  did  the  temperature  in  a couple  of 
hours.  Mitchie’s  study  was  done  on  normal 
subjects.  It  is  not  clear  whether  the  temperature 
reduction  by  pretreatment  with  ibuprofen  would 
have  interfered  with  the  overall  effect  of 
endotoxin  on  a tumor. 

Tumor  Necrosis  Factor31  has  been  associated 
with  tumor  regression  as  have  other  factors  often 
associated  with  fever  such  as  the  Interleukens, 
Interferons,  Differentiation  factor,  Growth 
Inducer,  and  Colon)'  stimulating  factor.28 

Much  of  the  research  with  these  factors  has 
been  with  a single  product  usually  exogenously 
produced.  This  has  usually  been  inadequate  for 
complete  response  although  many  studies  have 
shown  transient  antitumor  effects.  It  is  far  from 
clear  whether  changes  induced  by  the  fever  have 
been  responsible  for  some  of  the  antitumor 
activity  noted.  It  is  recognized  that  control  of 
fever,  for  example,  after  interferons  and 
endotoxin  as  noted  above  does  not  appear  to  alter 
the  production  of  one  of  the  lymphokines  but  it 
is  less  clear  whether  controlling  the  fever  inhibits 
anti  tumor  activities. 

Steven  Rosenberg32  at  the  NCI  has  shown  that 
removing  leukocytes  from  a patient  and  exposing 
them  to  interleuken  II  increased  the  anti  tumor 
activity  of  the  cells  when  they  were  returned  to 
the  body  with  continued  stimulation  by  IL  II. 
This  is  an  expensive  methodology  with  serious 
side  effect  and  limited  tumor  responses  chiefly  in 
melanomas  and  renal  cell  cancers. 

It  is  being  proposed  that  a primary  pyrogen 
stimulator,  an  E.  Coli  Endotoxin,  similar  to 
Coley’s  toxin,  which  has  been  assayed  and 
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standardized130,33'37  can  be  used  to  determine 
whether  the  induced  fever  and  lymphokines  will 
control  tumor  growth.  It  has  been  used  safely  in 
animal  and  clinical  tests.  In  addition  to  the 
induction  of  fever  there  is  an  increase  in  the 
production  of  many  other  factors  as  noted  above 
which  should  add  to  the  tumor  control  potentials. 
The  secondary  products  following  the  primary 
stimulator  can  cause  a variety  of  changes  in  the 
immune  system  and  presumably  interact  with 
each  other  often  in  a synergistic  manner.  Thus 
the  entire  immune  system  is  stimulated  to 
control  the  cancer. 

The  associated  fever  as  already  noted  may 
provide  an  added  benefit  because  of  the  increased 
chemical  reaction  rate  induced  by  the  fever. 
There  is  a recognized  reduction  in  growth 
potentials  of  cancer  above  39  degrees.  The  aim  is 
to  produce  fever,  by  repeated  injections  of  the 
endotoxin  every  1-3  days  for  five  injections  during 
which  time  supportive  nutritional,  fluid  and 
oxygen  therapy,  is  provided  as  needed.  While 
daily  repeated  injections  of  endotoxins  appear  to 
be  tolerated39,  it  has  also  been  shown  in  man  as 


well  as  rabbits  that  repeated  doses  of  endotoxin 
by  I.V.  bolus  or  infusion  results  in  tolerance  which 
is  reduced  or  lost  by  waiting  1-2  days  between 
injections38.  Indirect  evidence  from  Coley’s 
experience13  show  that  anti  tumor  effects  can  be 
obtained  from  intermittent  (2x  wk)  injections 
which  also  supports  the  safety  and  efficacy  of 
intermittent  injections.  This  may  allow  for 
cycling  of  cells  in  similar  growth  curves  as  Zubrod 
suggests1'  and  as  has  been  shown  with 
synchronization  of  growth  of  plasmodium 
falciparum  from  fever.40  The  fever  produced  by 
endotoxin  will  usually  be  associated  with  a chill. 
To  avoid  undue  discomfort  the  chill  can  be 
modified  or  altered  by  keeping  the  individual 
warm  and  if  necessary  a small  dose  of  i.v.  demerol. 
Supplemental  oxygen  can  help  control  the 
increased  respiratory  and  pulse  rate.  Postulated 
symptoms  from  free  radical  production  may  be 
controlled  through  scavenging  by  Vit  C and  Vit 
E.  Adequate  nutritional  support  during  the 
hypermetabolic  phase  is  desirable. 

The  safety  of  single  and  repeated  injections  of 
endotoxin  is  confirmed  in  the  literature.30  33  34,36  39 
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Tolerance  to  the  endotoxin  has  been  a problem  so 
that  doses  usually  have  had  to  be  escalated  for 
continuing  effect.  Mitchie1"  and  Suffredin36  37 
have  done  excellent  pharmacologic  and 
physiologic  studies  in  healthy  volunteers  with 
single  injections.  These  studies  showed  in- 
teresting physiologic  changes  but  none  were  life 
threatening  and  the  well  monitored  patients  were 
easily  controlled  clinically.  Others  have  used 
daily  injections  for  up  to  7 days  without  ill  effects, 
but  even  in  the  most  specific  reference39  it  only 
stated  the  endotoxin  was  used  repeatedly 
without  ill  effects  but  no  details  were  given.  The 
best  examples  of  the  safety  of  biologically  induced 
fevers  can  be  found  in  older  references12  in 
which  malarial  trophozites  were  injected  to 
produce  a malarial  febrile  course  for  the  treat- 
ment of  central  nervous  system  syphilis.  No 
serious  clinical  problems  or  excessive  nursing 
requirements  were  reported  in  that  experience. 

Review  of  subsequent  literature  reveals  little 
information  on  adverse  effects  of  prolonged  or 
intermittent  fevers  because,  as  in  heat  strokes41, 
most  attention  is  paid  to  measures  to  reduce  fever 
or  control  the  etiologic  agent  or  factor.  Dr.  Dewey 
Nelson’s  work42  on  the  effects  of  heat  in  some 
neurological  diseases  points  to  the  need  to  not  on- 
ly avoid  unduly  stressing  those  with  poor  cardiac 
and  pulmonary  functions  because  of  the  increas- 
ed work  load  put  on  the  heart  and  lungs  during 
a fever,  but  to  avoid  those  with  evidence  of 
peripheral  neuritis,  multiple  sclerosis,  and 
epilepsy.  Maintaining  a good  fluid  balance  is  also 
important  so  those  with  poor  renal  function  must 
also  be  excluded. 

Hyperthermia  has  received  a good  deal  of 
attention  especially  by  the  radiotherapists 
because  of  evidence  that  it  can  improve  the  effect 
of  radiotherapy  on  cancer1'.  Stehlin43  also  noted 
some  years  ago  that  by  increasing  the 
temperature  of  an  extremity  receiving  isolation 
perfusion  chemotherapy,  cancers  (usually 
melanomas)  showed  significantly  more  responses 
than  those  treated  by  infusional  chemotherapy 
alone. 

Those  experienced  in  thermodynamics  know 
that  chemical  reactions  are  speeded  up  by  heat 
and  that  prolonged  heat  is  more  likely  to  cause 
continuing  change  than  intermittent  peaks.  In 
the  proposed  study,  the  fevers  induced  will  be 
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intermittent,  but  they  may  be  more  frequent 
than  Coley’s  Toxin  which  was  used  usually  once 
or  twice  per  week13.  In  most  of  the  literature  on 
biologic  modifiers,  temperature  production  is 
mentioned  as  an  unwanted  side  effect,  but  any 
clinical  effect  aside  from  the  associated 
discomfort  seems  to  be  largely  ignored. 

Summary 

Cytokines  such  as  interferon,  interleukin  and 
tumor  necrosis  factor  are  natural  body  defense 
proteins  which  have  been  used  individually  in 
recent  years  to  produce  a few  complete  responses 
of  some  tumors  in  a few  patients  but  their  overall 
effect  has  been  limited.  The  hypotheses  is  that  a 
biologic  stimulus  such  as  endotoxin  will 
stimulate  the  immune  system  in  a more  natural 
way  and  hence  will  be  more  likely  to  have  an 
effect  especially  in  the  presence  of  a naturally 
produced  fever  than  treatment  from  just  one 
lymphokine.  One  of  the  side  effects  of  current 
lymphokine  studies  has  been  fever  usually 
spiking  in  nature  but  there  has  been  no  obvious 
effort  to  relate  the  extent  of  the  fever  to  any  tumor 
responses.  Clinical  experience  has  shown  that 
increased  temperature  can  enhance  the  results 
of  radiotherapy  and  chemotherapy  in  some 
situations.  Therefore  it  is  logical  to  put  this 
hypothesis  to  a test  clinically.  It  is  surprising  that 
the  combined  effect  of  fever  and  lympnokine 
stimulation  has  not  been  reported  aside  from 
Coley’s  work,  and  it  is  only  in  retrospect  that  fever 
has  been  suggested  to  be  essential  to  the  tumor 
control  noted.  Most  of  the  literature,  animal  and 
human,  has  focused  on  the  destructive  effect  of 
temperature  on  tumor  cells  and  not  as  part  of  an 
immune  response  to  control  tumor  growth. 
Endotoxin  is  the  pyrogen  on  which  most  current 
information  is  available.  More  effective  and  more 
available  pyrogens  may  be  developed  later. 
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Current  Concerns  in  the  Genetics  of  Pregnancy  Losses 


Kart  Benirschke,  M.D. 


Ever  since  the  early  and  definitive  studies  by 
Carr  and  Bour,  it  has  become  clear  that  the  prin- 
cipal cause  of  early  pregnancy  loss  is  the  result 
of  chromosomal  aneuploidy.  This  is  a frequent 
event  in  human  gestations.  Indeed,  many 
prospective  studies  have  suggested  that 
spont  aneous  abortion  of  human  conceptuses  may 
be  as  common  as  to  occur  in  50%  or  more  of  all 
conceptuses;  it  is  at  least  30%  and  is  thus  much 
higher  than  that  observed  in  most  experimental 
animals  (McLean,  1987).  There  is  also  a decisive 
correlation  with  maternal  age.  This  is  best  recall- 
ed by  the  current  medical  practice  that  women 
over  the  age  of  35  are  advised  to  have 
amniocentesis  for  chromosome  determination,  so 
as  to  prevent  births  of  infants  with  possible 
trisomy  21,  as  this  is  so  much  more  frequent  with 
advancing  maternal  age  (Stein,  1985).  A rational 
explanation  for  this  age  dependency  of 
hyperdiploidy  is  not  yet  at  hand,  although  it  is 
well  supported  by  all  studies. 


Dr  Benirschke  is  Professor  of  Pathology  and  Reproductive  Medicine,  University 
of  California  San  Diego,  and  Director  of  Autopsy  Service,  University  of  Califor- 
nia San  Diego  Medical  Center. 
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Trisomy  of  all  chromosomes  is  the  commonest 
cause  of  spontaneous  abortions,  approximating 
between  45%  and  55%  of  the  chromosomal 
anomalies  in  abortuses  and  has  been  found  in 
various  studies.  Trisomy  for  chromosome  16 
much  outranks  other  trisomies.  If  one  were  to 
assume,  as  some  have  speculated,  that  random 
nondisjunction  of  all  chromosomes  occurred  but 
that  trisomy  of  larger  element  is  so  lethal  that 
very  early  abortion  takes  place  and  is  often 
unobserved,  then  very  high  abortion/nonconcep- 
tion rates  follow.  It  is  then  perhaps  a lucky  fact 
that  most  of  these  aneuploidies  are  so  lethal  to 
embryonic  development  that  they  end  as 
abortion,  rather  than  as  defective  infants,  as  do 
most  of  the  trisomy  21  individuals.  It  further 
derives  that  therapeutic  regimens  to  encourage 
continued  growth  of  aborting  early  gestations 
(largely  those  before  12  weeks  of  gestation)  are 
misplaced;  they  are  also  usually  ineffective.  After 
the  various  trisomies,  monosomy  X (45, X or 
45, XO)  is  the  most  frequent  event,  constituting 
about  15-25%  of  aneuploid  conceptions.  This  is 
followed  by  triploidy  (69  chromosomes)  with  a 
frequency  of  15-20%k,  varying  only  with 
the  series  published.  The  vast  majority  of  45, X 
embryos  are  also  aborted  and  of  those  who 
manifest  as  “Turner’s  syndrome”  at  birth  or  in 
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later  life,  the  majority  are  mosaic  for  two  or  more 
cell  populations.  No  significant  maternal  age 
effect  is  associated  with  these  conceptuses. 

Triploidy  (and  the  rare  tetraploides)  are  due  to 
dispermy  (most  commonly)  or,  less  often  they 
result  from  the  persistence  of  the  genome  of  one 
polar  body.  These  gestations  pursue  generally  a 
somewhat  longer  gestation  than  do  the  other 
aneuploid  conceptuses.  This  is  especially  so  when 
the  additional  genome  has  a maternal 
derivation,  as  was  clearly  shown  in  the  10  1/2 
months  69,XXY  survivor  reported  by  Sherard  et 
al.  (1986).  Triploid  fetuses  frequently  also  have 
a characteristic  constellation  of  fetal  anomalies, 
e.g.  fusion  of  digits.  They  may  also  have  marked- 
ly enlarged  placentas,  the  so-called  “partial 
hvdatidiform  moles”  (PHM).  Pre-eclampsia  is  a 
frequent  accompaniment,  as  are  enlarged 
maternal  ovaries  which  result  from  the  presence 
of  theca-lutin  cysts.  These,  in  turn,  develop 


because  of  frequently  much  elevated  hCG  concen- 
trations in  the  maternal  circulation. 

Other  chromosomal  anomalies  are  much  less 
common  determinants  of  pregnancy  losses.  Thus, 
mosaicism  for  different  karyotypes,  inversions, 
translocations  and  a few  other  complex 
anomalies  have  been  described,  but  they  are 
infrequent.  They  assume  some  importance 
especially  in  the  evaluation  of  patients  with 
“habitual”  abortion.  Here  it  is  important  to 
recognize  that  maternal  as  well  as  paternal 
translocations  may  be  responsible  for  fetal 
aneuploidy.  Thus,  both  parents  need  to  be 
studied.  It  must  also  be  mentioned  that  the 
actual  fetal  karyotype  of  habitual  aborters  has 
only  very  rarely  been  studied,  a great  deficiency 
in  our  knowldge  of  these  complete  hydatidiform 
moles  is  46, XX  and,  most  importantly,  that  all  of 
the  chromosomes  of  CHM  are  of  paternal  origin. 
CMH  are  thus  “androgenetic”  offspring.  They  are 
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easiest  to  explain  as  the  fertilization  products  of 
an  “empty”  egg,  one  that  has  lost  its  maternal 
nucleus.  Only  the  X bearing  spermatozoa  can 
capably  fertilize  such  eggs  and  then  reduplicate 
their  chromosomal  material.  If  a Y-bearing 
sperm  were  to  undertake  the  fertilization,  the 
resulting  46, YY  constitution  would  be  lethal  to 
the  cell  which  apparently  needs  at  least  one  X 
chromosome  for  development.  The  reason  for 
embryonic  death  of  the  46, XX  CHM  specimen  is 
believed  to  be  the  presence  of  between  4 and  5 
lethal  genes  in  all  humans.  These  are  normally 
in  a heterozygous  condition,  i.e.  they  exist  on  only 
one  chromosome.  But,  in  the  process  of 
duplication  of  the  chromosomes  of  this  fertilizing 
X-bearing  sperm,  they  become  homozygous  and 
it  is,  therefore,  that  usually  no  embryos 
accompany  CHM.  When  embryos  are  present 
with  what  appear  to  the  examiner  as  a “mole,” 
then  these  are  usually  partial  hydatidiform 
moles  (PHM)  with  a triploid  genotype.  Time  CHM 
have  only  twice  been  recorded  as  having  defective 
diminutive  embryos. 

Pregnancy  loss  of  chromosomal  or  genetic 
origin  is  uncommon  after  15  weeks  of  gestation. 
Thereafter,  spontaneous  abortion  is  most  often 
the  result  of  ascending  infection  (chorio- 
amnionitis).  This  is  especially  the  case  between 
19  and  30  weeks  of  pregnancy. 

While  these  statements  describe  the  overall 
state  of  our  knowledge  reasonably  accurately, 
there  are  a number  of  challenging  exceptions  to 
these  generalities.  Moreover,  more  sophisticated 
studies  of  some  of  the  abortion/molar  material 
undertaken  recently  have  raised  new  questions 
that  will  now  be  addressed  briefly.  It  is  hoped  that 
they  will  stimulate  additional  studies  of  these 
frequent  human  conditions  and  thus  help  in 
resolving  our  inadequate  knowledge  in  this  field. 

A)  The  genetic  determination  of  placental  v.  em- 
bryonic structures 

It  has  become  a frequent  clinical  observation 
that  apparent  mosaicism  is  uncovered  at 
amniocentesis  and  in  chorionic  villous  sampling 
(CVS).  This  has  often  not  been  reflected  in  the 
subsequent  study  of  the  neonatal  karyotype  and 
alternative  explanations  to  fetal  mosaicism  have 
been  sought.  Kalousek  and  Dill  ( 1983)  have  thus 
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shown  that  chromosomal  mosaicism  is  often 
confined  to  the  placenta,  sparing  the  fetus.  Ver 
jaal  et  al.  (1987)  described  similar  examples  and 
referred  to  many  others  in  the  literature. 
Kalousek  et  al.  (1989)  have  lately  shown  that 
trisomy  may  be  confined  to  the  placenta,  indeed 
that  the  placentas  with  surviving  or  late  fetuses 
and  suffering  trisomy  13/18  were  found  to  be 
mosaic. 

These  studies  are  at  first  surprising  as  we  have 
come  to  assume  that  embryo  and  placenta  should 
have  the  same  genotype,  since  they  are  derived 
from  the  same  fertilization  product.  It  has  been 
shown  by  a variety  of  techniques,  however,  that 
fetus  and  placenta  exhibit  genetic  differences  of 
various  types.  Thus,  there  is  preferential 
maternal  X-inactivation  of  the  membranous 
placental  tissue  (Ropers  et  al.  1978)  and  a variety 
of  animal  studies  have  likewise  shown  a genetic 
disparity  between  these  tissues.  In  more  recent 
studies,  Butler  et  al.  (1988)  have  shown  from  50 
paired  fetal/placental  samples  that  differences  in 
the  hypervariable  regions  of  repetitive  DNA 
existed  in  four  pairs,  while  they  were  alike  in  the 
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others.  Although  this  is  the  first  such  report,  it 
may  indicate  that  mitotic  crossing-over,  or  other 
mechanisms  of  chromosomal  segregation  occur. 
These  findings  are  presently  not  understood  but 
require  consideration  in  future  interpretations  of 
cytogenetic  studies  from  placenta  and  amniotic 
fluid,  expecially  when  discrepancies  are 
identified.  It  should  also  be  recognized  that 
trophoblastic  cells  (those  studied  in  the  “direct” 
examination  of  CVS  specimens)  have  a different 
lineage  as  do  the  connective  tissue  cells  of  villous 
trunks,  the  cells  that  grow  when  the  villous 
biopsy  is  explanted.  Why  trophoblast  appears  to 
have  a possibly  greater  aneupoidy  rate  than 
other  cells  is  currently  poorly  understood. 

B)  The  ovary  in  aneuploid  abortuses. 

Singh  and  Carr  (1967)  first  showed  that  the 
ovaries  of  embryos  with  the  45, X chromosome 
complement  had  a reasonably  normal  comple- 
ment of  oocytes  but  that  they  lost  these  in  the  sec- 
ond half  of  gestation.  Thus,  at  birth  the  newborn 
with  Turner’s  syndrome  has  typically  few  or  no 
oocytes  and  her  ovary  is  represented  by  the 
characteristic  “streaks.”  Since  these  observations 
were  first  made,  many  investigators  have  found 
that  aneuploid  fetuses  of  later  gestation  have  a 
reduced  complement  of  oocytes,  while  their 
embryonic  counterparts  have  apparently  more 
normal  complements  of  primordial  germ  cells. 
The  mechanism  of  this  depletion  is  not  presently 
understood.  I have  championed  the  idea  that  this 
is  similar  to  the  lack  of  oocytes  in  interspecific 
animal  hybrids  (such  as  mules)  presumably  due 
to  incomplete  chromosomal  pairing  at  first 
meiosis.  This,  it  is  now  known,  commences  before 
the  second  half  of  pregnancy.  The  delay  of 
chromosomal  pairing  may  well  explain  why 
trisomic  or  triploid  female  embryos  deplete  their 
germinal  cells.  Direct  chromosomal  study  of  their 
meiosis  may  be  informative  when  future  embryos 
can  be  so  studied. 

C)  Mosaicism  v.  Chimerism 

In  principle,  these  are  very  different  genetic 
mechanisms.  In  mosaicism,  the  admixture  of 
cells  or  the  genetic  expression  of  cells  results  from 
a divergence  after  embryonic  development  has 
started  from  a single  fertilized  ovum.  A cancer, 
composed  of  cells  with  different  chromosomal 
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numbers  for  instance  is  a case  of  mosaicism. 
Similarly,  the  cells  of  46, XX  females  with  their 
random  “lyonization”  of  active  X genes  are 
approximately  equal  to  50/50  cellular  mosaics. 
Patients  with  Turner’s  syndrome  who  survive 
embryonic  life,  generally  do  so  because,  in 
addition  to  the  clone  of  45, X cells  they  possess  one 
or  more  additional  cell  lines,  such  as  46, XX  or 
46, XXX. 

In  contrast,  a chimera  develops  from  the 
admixture  of  two  fertilized  ova.  When  these  are 
joined  in  very  early  embryonic  life  and  become 
intimately  intermingled,  then  we  speak  of  a 
“total  body  chimera.”  When  only  the  vascular 
systems  of  their  placentas  merge,  and  this  is 
extremely  rare  in  human  placentas,  then  the 
interchange  of  nucleated  blood  precursor  cells 
initiates  life-long  “blood  chimerism.”  Such 
distinctions  will  become  more  important  when, 
in  the  future,  gene  therapy  may  become  a 
common  event. 

An  understanding  of  these  entities  has  some 
practical  and  research  applications.  For  instance, 
in  cattle  and  some  other  species,  blood  chimerism 
between  male  and  female  co-twins  causes  the 
female  to  be  sterilized.  She  becomes  a 
“freemartin”  and  shows  permanently  a 60, XY 
lymphocyte  cell  line,  in  addition  to  her  own 
60, XX  cells.  In  humans,  where  the  condition  is 
uncommon,  male/female  blood  chimerism  does 
not  lead  to  sterility  of  the  female  twin,  as  is  also 
true  for  the  regular  chimerism  that  exists  in  the 
tamarins  and  marmosets,  small  monkeys  from 
South  America.  The  reason  for  this  difference  in 
behavior  of  sexual  differentiation  of  various 
species  is  currently  unkown  and  constitutes  a 
major  problem  in  our  understanding  of  the 
processes  of  sexual  differentiation.  It  is  just 
possible  that  the  existence  of  some  primate 
species’  hormones,  expecially  DHEA  in  fetal 
life,  may  be  at  the  base  of  this  behavioral 
difference. 

Chimerism  of  the  entire  body  becomes  manifest 
in  several  ways,  most  notably  in  those  individuals 
who  have  an  admixture  of  46, XY  and  46, XX 
cells.  They  frequently  manifest  as  true 
hermaphrodites.  When  like-sex  chimerism  exists, 
only  sophisticated  studies  may  differentiate 
these  individuals  from  normals.  There  have  been 
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some  interesting  studies,  however,  in  which 
whole  body  chimerism,  as  well  as  mosaicism  play 
an  important  role  in  other  clinical  conditions, 
most  notably  in  pigmentary  disorders.  Thomas 
et  al.  ( 1989)  have  studied  eight  patients  with  the 
pigmentary  disorders  of  incontinentia  pigmenti 
(a  sex-linked  trait)  and  the  hypomelanosis  of  Ito. 
All  of  their  patients  had  abnormal  lymphocyte 
karyotypes  with  mosaicism  and  often  there  was 
also  involvement  of  solid  (fibrous)  tissues.  They 
reflect  on  36  reported  similar  mosaics  described 
in  the  literature  and  five  chimeras  in  whom  the 
pigmentary  disorder  follows  the  “Blaschko  lines,” 
dermatomes  that  reflect  neural  distribution. 
They  are  similar  in  many  respects  to  the  calico 
cat  (orange/black)  in  which  the  coat  color  genes 
locate  on  the  X chromosome  and  where  lyoniza- 
tion  explains  the  striping  of  the  females.  In  the 
males,  however,  chimerism  is  nearly  always  the 
cause  of  this  skin  abnormality  of  cats  (Centerwall 
and  Benirschke,  1975).  Lyonization  may  be  the 
explanation  in  some  incontinentia  pigmenti 
cases  also,  but  it  does  not  explain  the  mosaic  cell 
lines,  nor  the  mosaicism  and  pigmentary 
disturbance  of  Ito’s  hypomelanosis.  Much  more 
work  needs  to  be  done  to  identify  the  frequency 
of  mosaicism  in  humans  and  its  impact  on 
embryonic  development. 

D)  The  prognosis  of  moles. 

Hydatidiform  moles  have  an  androgenetic 
origin,  as  was  briefly  discussed  at  the  outset. 
Most  are  46, XX,  all  representing  paternal 
chromosomes  but  recently,  between  5-10%  are 
known  to  have  a 46, XY  karyotype.  They  are  the 
result  of  double  fertilization  of  an  “empty  egg” 
(Fisher  and  Lawler,  1984,  and  others).  Other 
CHM  may  even  have  a heterozygous  origin  and 
some  are  now  found  to  be  tetraploid  (Lage  et  al. 
1989)  or  have  even  more  complex  cytogenetic 
origins.  An  immediate  question  that  was  asked 
was  whether  these  aberrant  moles  have  a 
different  prognosis,  i.e.  whether  they  eventuate 
more  often  in  persistent  prognosis,  i.e.  whether 
they  eventuate  more  often  in  persistent 
trophoblastic  disease.  No  such  correlation  was 
ascertained  but  these  findings  have  raised 
questions  regarding  the  nature  of  moles  in 
general,  whether  these  “abnormal  CHM”  have 
different  representations  in  different  ethnic 
groups  and  what  they  may  teach  us  as  to  the 
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genesis  of  CRM  in  general.  None  of  these 
questions  are  readily  answered  at  this  time,  but 
they  demand  that  all  molar  specimens  receive 
genetic  analysis  for  the  near  future  until  these 
questions  can  be  answered  unequivocally 
(Benirschke,  1989).  This  requires  cytometry.  Not 
only  would  this  screen  out  the  benign  triploid 
PHM  ab  initio,  but  it.  would  also  give  access  to 
those  moles  that  have  a potential  genetic 
interest.  Moreover,  it  would  provide  needed  data 
to  settle  the  possible  implication  of  increased 
proliferative  indices  as  potential  markers  for 
persistent  trophoblastic  disease,  as  was  indicated 
initially  by  Martin  et  al.,  (1989).  It  will  certain- 
ly provide  immediate  information  on  moles  with 
an  aneuploid  cell  line,  now  known  to  have  a more 
serious  malignant  potential. 

E)  Twin  studies  and  vanishing  twins 

Fraternal  (dizygotic-BZ)  twins  originate 
because  of  double  ovulation.  This  results  from 
increased  levels  of  maternal  FSH,  an  inherited 
trait  (reviewed  by  Benirschke  and  Kaufmann, 
1990).  Increased  levels  of  FSH  are  also  the  result 
of  advancing  maternal  age  and  they  can  be 
induced  in  the  treatment  of  infertility  by 
exogenous  hormones.  Identical  twins 
(monozygot.ic-MZ)  are  an  apparent  random 
“accident”  of  early  embryonic  life  without  known 
familial  or  exogenous  influences.  Only  the 
Dasypus  spp.  of  armadillo  regularly  produce  MZ 
multiples  for  reasons  yet  to  be  understood.  Recent 
studies  have  shown  that  many  twins  may  vanish 
before  birth,  the  so-called  vanishing  twins  which  ( 
are  at  times  found  during  placental  examination 
and  may  be  inadvertently  sampled  at  CVS  and 
give  rise  to  inexplicable  “mosaicism.”  The  reason 
for  the  vanishing  of  one  of  mult  iple  gestations  is 
poorly  understood  (Landy  et  al.  1986)  except  for 
those  cases  in  which  “selective  termination”  of 
multiple  gestation  is  undertaken.  Placental 
problems  could  conceivably  be  one  mechanism  of 
prenatal  demise  but,  since  some  evidence  exists 
that  they  may  be  more  common  in  older  gravidas 
there  is  reason  to  suspect  that  some  vanishing 
twins  may  represent  chromosomally  abnormal 
gestations.  Under  normal  circumstances,  these 
would  have  resulted  in  spontaneous  abortions  but 
are  here  kept  alive  or  are  at  least  recognizable  as 
a former  embryo  by  the  normal  gestation  of  the 
co-twin.  The  recognition  of  a fetus  papyraceus  or 
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a vanishing  twin  (different  specimens  only  by 
their  respective  gestational  ages)  is  an  important 
aspect  of  placental  examinations.  Not  only  is  it 
important  to  understand  the  mechanism  of 
prenatal  twin  demises  but  it  has  now  become 
clear  that  with  the  death  of  one  twin  prenatally, 
resulting  in  a fetus  papyraceus,  there  is  a 
significant  increase  in  cerebral  palsy  of  the 
survivor.  This  has  obvious  implication  for  our 
understanding  of  prenatal  life,  if  not  for  the 
proper  resolution  of  malpractice  litigation 
(Benirschke,  1990).  This  is  expecially  true  when 
monochorionic  placentation  is  involved  and  has 
an  obvious  relationship  to  the  presence  of  inter- 
twin placental  vascular  anastomoses  (Bejar  et  al. 
1988). 
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$ 4.66 

$11.65 

$ 23.30 

35 

$ 7.33 

$18.35 

$ 35.07 

40 

$13.21 

$20.13 

$ 35.94 

45 

$15  68 

$23.58 

$ 42  43 

50 

$17.86 

$33.34 

$ 62.35 

55 

$22.34 

$48  69 

$ 90.73 

60 

$32.48 

$74.69 

$145.06 

Rales  are  based  on  good  health,  average  build,  and  non-tobacco.  Rates 
are  based  on  age  and  will  increase  annually.  Renewable  Term  Premium 
increases  with  age  'Some  policies  must  be  paid  semi-annually 


AMERICAN  DOCTORS  ASSOCIATION 

Suite  253,  1291 A South  Powerline  Road,  Pompano  Beach,  Florida  33069 
Hartford  area:  (203)  243-8466  • Connecticut  toll  free:  1-800-423-5737 
National  toll  free:  1-800-858-9418 
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The  letters  you  can  barely  see  are  the  sounds 
many  of  your  patients  can  barely  hear 

Most  of  them  can  be  helped  with  the  technology  now  available  in  an  in-the-ear 
hearing  aid.  Wilmington  Audiology  Services  offers  state  of  the  art  hearing  aid 
evaluations,  comprehensive  hearing  aid  services,  and  a 30  day,  money  back  trial. 

Call  us  for  a convenient  physician  referral  packet. 


Clinical  Audiologists: 

Julie  J.  Pehrson,  M.Ed. 

Lisa  B.  Lewis,  M.A. 

Terri  Lynch-Kenyon,  M.A. 

Staff  Otolaryngologist: 

William  L.  Medford,  Jr.  M.D. 
Jay  D.  Luff,  M.D. 


Wilmington  Audiology  Services 

Hear  What  You  he  Missing 

2300  Pennsylvania  Avenue 
Wilmington,  DE  19806 
(302)  654-1011 

□Starkey 


EDITORIAL 


Members  of  the  Medical  Society  of  Delaware  are  invited  to  submit  material. 
Preferred  length  is  approximately  250-500  words.  For  further  information  con- 
tact the  Journal  office,  658-3957. 


Genetics 

Included  in  this  issue  is  the  first  of  five  articles 
on  genetics,  prepared  for  the  Delaware  Medical 
Journal  by  some  of  the  scientists  who  spoke  at  the 
Third  Biennial  Genetics  Week  in  Delaware.  This 
program,  which  ran  from  Monday  through 
Friday,  March  12-16, 1990,  was  sponsored  by  the 
Delaware  State/Upper  Shore  of  Maryland 
Chapter  of  the  March  of  Dimes  Birth  Defects 
Foundation,  and  featured  many  of  the  most 
outstanding  genetic  scientists  in  the  United 
States.  Planning  for  the  program  was  headed 
by  Digamber  “Dig”  Borgaonkar,  Ph.D.,  a 
Delawarean  since  July  1,  1980,  based  at 
Christiana  Hospital  of  the  Medical  Center  of 
Delaware.  His  planning  committee  consisted  of 
doctors  (both  M.D.  and  Ph.D.)  and  nurses  from 
University  of  Delaware,  Delaware  State  College, 
Medical  Center  of  Delaware,  Alfred  I.  du  Pont 
Institute,  the  State  Department  of  Health  and 
Human  Services,  and  of  course,  the  March  of 
Dimes.  The  week-long  program  was  unique  in 
many  ways,  covering  aspects  as  diverse  as  social 
work  and  orthopedics,  the  atomic  bomb,  physical 
therapy  and  oncogenes,  nursing,  counseling  and 
gene  therapy.  Its  23  talks,  panels  and  discussions 
were  held  in  eight  different  locations  throughout 
Kent  and  New  Castle  Counties.  It  had  informa- 
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tion  and  messages  directed  specifically  at 
Obstetricians,  Pediatricians,  Neurologists, 
Orthopedists,  Psychiatrists,  Pathologists  and 
Family  Physicians,  yet  probably  did  not  get  the 
attention  it  deserved  from  the  medical/surgical 
community.  There  should  be  another  in  two  years 
and  every  alternate  year  thereafter. 

Some  have  questioned  why  I want  to  put  highly 
technical  articles  like  Genetics  of  Pregnancy 
Losses  in  a practicing  physicians’  journal. 
Basically  there  are  three  reasons: 

1.  To  call  attention  to  this  excellent  presen- 
tation of  the  March  of  Dimes  Foundation, 

2.  To  emphasize  the  growing  importance  of 
genetics  in  the  future  of  medicine  and 
mankind,  and 

3.  To  tempt  (or  coerce)  our  readers  into 
maintaining  currency  in  the  Field  of  genetics. 

When  I entered  medical  school  nearly  50  years 
ago,  our  curriculum  contained  little  or  no 
genetics.  The  double  helix  was  unheard  of.  I 
recall  learning  about  brown  eyes  dominance  and 
blue  eyes  recessive,  and  something  about  deaf 
cats,  but  that’s  about  all.  Now  “Chromosomal 
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Variation  in  Man  - Catalog  of  chromosomal 
variants  and  anomalies”  is  in  its  5th  edition,  and 
the  “Repository  of  Human  Chromosomal 
Variants  and  Anomalies,  the  International 
Registry  of  Abnormal  Karyotypes”  is  in  its  13th 
edition.  Both  are  over  800  pages  and  resemble  a 
Manhattan  telephone  directory.  Both  are  edited 
by  our  Dig  Borgaonkar  and  the  Registry  is 
actually  printed  in  Delaware.  I must  say  that  in 
1940  we  did  recognize  the  association  of  certain 
disorders  with  certain  physical  characteristics,  or 
body  habitus  - fair,  fat,  female,  40  with  gallstones, 
red  hair  with  the  “rheumatic  diathesis,”  widely 
spaced  blue  eyes  with  diabetes.  These  were  only 
very  rough  guides,  but  they  did  say  in  a way  that 
we  recognized  that  susceptibility  to  certain 
diseases  was  heritable.  But  I don’t  think  any  of 
us  had  anything  in  mind  as  specific  as  the  HTLV 
loci.  Now  one  of  the  biggest  long  term  projects  of 
the  Federal  government  is  the  complete  mapping 
of  the  human  genome.  Tr  isomy  21  is  old,  and  Tay 
Sacks  is  getting  there,  but  now  cystic  fibrosis  - a 
fairly  common  and  ultimately  fatal  disorder,  has 
been  located.  Polio  susceptibility  is  on  19,  and  we 
read  of  the  possibility  of  a gene  associated  with 
alcoholism.  Now  you  are  getting  into  millions  of 
people,  and  what  about  susceptibility  to  other 


addictions.  Schizophrenia  is  pretty  clearly 
genetically  related.  What  about  other  thought 
disorders,  psychopathic  personalities,  klepto- 
mania and  other  criminal  behaviors?  These  cost 
society  billions  every  year.  Where  will  it  end?  In 
a totally  different  context  the  DuPont  Company 
and  others  are  developing  genetically  engineered 
bacteria  to  produce  highly  sophisticated 
pharmaceuticals.  Insulin  and  human  growth 
hormones  are  but  two.  The  impact  of  these  on 
mankind  is  truly  incalculable,  or  in  keeping  with 
Kurt  Benirschke’s  article,  “inconceivable.” 

Dr.  Benirschke’s  paper  is  difficult  for  the 
uninitiated.  But  we  didn’t  get  through  medical 
school  by  avoiding  difficult  reading.  Remember? 
So  dust  off  your  old  medical  dictionary  and  go  to 
work.  It  will  be  good  for  you  - a change  from  see- 
ing one  patient  after  another. 

Let’s  see.  If  I understand  correctly,  the 
difference  between  mosaicism  and  a chimera  is 
in  the  extent  and  location  of  the  diverse  genetic 
constitution  in  the  organism... 


E.  Wayne  Martz,  M.D. 


Joseph  T.  West,  M.D.,  F.A.C.C. 


James  W.  Blasetto,  M.D.,  F.A.C.C. 


James  T.  Hopkins,  M.D.,  F.A.C.C. 
are  pleased  to  announce  that 

Christopher  A.  Bowens,  M.D*,  F.A.C.C. 

will  be  joining  Delaware  Heart  Group  in  the  practice  of  Cardiology 

Suite  208 

Medical  Arts  Pavilion  at  Christiana  Hospital 
Newark,  DE  19713 


Telephone  (302)  731*7771 


Effective  July  1,  1990 
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SCHOOL  HEALTH  TALKS 

In  February  1989,  preparatory  to  my  planned 
retirement  from  medical  practice  on  July  1, 1989, 
I proposed  to  Robert  W.  Frelick,  M.D.,  Medical 
Director  of  Chronic  Diseases  of  Delaware 
Division  of  Public  Health,  my  plan  that  I work  as 
a volunteer  for  the  State  Board  of  Health  to  give 
health  talks  to  students  in  the  public  schools  in 
New  Castle  County.  Dr.  Frelick  approved  of  this 
plan  and  secured  for  me  a commission  for  this 
work  from  the  State  Division  of  Public  Health, 
Bureau  of  Health  Promotion  and  Disease 
Prevention. 

During  the  summer  of  1989  I made  the  rounds 
with  Dr.  Frelick  of  the  various  offices  of  the 
Division  of  Public  Health  and  State  Board  of 
Education. 

I waited  until  the  start  of  the  school  year  in 
early  September  1989  (in  retrospect  a mistake) 
to  begin  negotiations  for  my  actual  talks.  Armed 
with  a letter  of  introduction  to  each  of  the  six 
school  superintendents  in  New  Castle  County, 


from  the  Director  of  the  Division  of  Public 
Health,  I visited  each  school  district  head 
quarters  to  present  my  plan.  Then  began  a 
frustrating  series  of  delays.  In  each  of  the  six 
school  districts  I had  meetings  in  turn  with  the 
superintendent  or  assistant  superintendent,  the 
director  of  special  services,  the  director  of  instruc- 
tion, the  health  teachers,  and  in  some  districts 
the  principals,  assistant  principals,  and  coor- 
dinators of  personal  studies. 

Finally  on  October  21,  1989,  my  actual  talks 
began.  By  the  close  of  the  school  year  June  11, 
1990,  I had  given  eighty  school  talks  to  sixth 
through  twelfth  grades.  In  addition,  I have  given 
five  more  talks,  on  request,  at  community  centers 
or  churches.  Of  the  eighty  school  talks,  fifty  were 
requests  by  Christina  School  District,  and  the  re- 
maining thirty  were  divided  irregularly  among 
the  other  five  New  Castle  County  School 
Districts.  The  explanation  is  that  Christina 
School  District  early-on  appointed  a coordinator 
for  my  talks  to  expedite  scheduling.  In  the  other 
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districts  I have  had  to  contact  the  individual 
health  teachers  on  my  own.  I hope  that  this  prob- 
lem can  be  corrected  in  the  next  school  year. 

Five  of  the  talks  were  given  to  auditorium 
assemblies;  all  of  the  remainder  were  to 
classroom  groups. 

The  subjects  I offered  originally  were  smoking, 
alcoholism,  drug  abuse,  sexual  problems,  AIDS, 
teenage  pregnancy,  stress,  teenage  suicide  and 
miscellaneous.  Under  miscellaneous,  health 
teachers  to  date  have  requested  Fetal  Alcohol 
Syndrome,  testicular  cancer,  Breast  Self 
Examination,  Health  Problems  of  Minorities, 
and  eating  disorders  such  as  anorexia  nervosa, 
bulimia;  obesity;  steroids;  and  cholesterol  and 
diet. 

The  format  I have  selected  for  these  talks  has 
four  parts.  First  I show  a videotape  on  the  subject 
and  turn  it  off  after  ten  to  fifteen  minutes.  I have 
obtained  excellent  V.C.R.  videotapes  from  the 
school  district  headquarters,  the  State  Office  of 
Adolescent  Health,  the  Board  of  Health 
Education  Library,  the  Department  of  Public 
Instruction  Film  Library,  the  American  Cancer 
Society,  and  the  American  Heart  Association. 
Secondly,  I give  an  informal  talk  on  the  subject 
of  the  day  for  about  fifteen  minutes.  Before  each 
talk  on  a new  subject,  I prepare  an  outline  at  the 
Delaware  Academy  of  Medicine  Library  to  make 
sure  that  my  material  is  up  to  date  and  factual, 
but  I use  no  notes  during  the  presentation.  I 
invite  interruptions  during  this  talk.  The  third 
portion  of  the  presentation  is  the  question-and- 
answer  part.  This  to  me  is  the  most  important 
and  most  rewarding  part.  I have  found  the 
students  to  be  alert,  inquisitive  and  eager  to 
participate.  It  is  a joy  to  be  with  them.  Almost 
always  when  the  bell  sounds  at  the  end  of  the  fifty 
minute  class  period,  the  questions  are  still 
coming.  Finally,  the  fourth  part  of  the  presenta- 
tion is  an  invitation  by  me  to  have  any  student 
who  has  a problem  relating  to  the  subject  of  the 
day  which  he  or  she  wishes  to  discuss  with  me 
privately,  to  make  an  appointment  through  the 
health  teacher  to  have  me  return  for  a personal 
conference. 

I am  happy  with  this  project,  because  it  both 
fulfills  a need  and  is,  to  me,  personally  rewarding. 
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1 think  that  there  is  a need  for  this  program  to 
be  expanded.  The  Medical  Society  of  Delaware 
lists  one  hundred  and  seventy  nine  physician 
members  as  retired.  I now  appeal  to  all  of  you  in 
that  category  who  are  seeking  worthwhile 
voluntary  work  to  join  me.  If  there  are  enough  of 
us,  we  can  with  Dr.  Frelick’s  help  apply  to  the 
Division  of  Public  Health  and  the  State  Board  of 
Public  Instruction  to  make  this  a regular  part  of 
the  curriculum  for  the  1990-91  school  year  in 
New  Castle  County.  If  we  get  enough  downstate 
volunteers,  it  could  be  expanded  to  Kent  and 
Sussex  Counties  also. 

If  you  are  interested,  please  write  to  me  at  5 
Mahaffy  Drive,  Wilmington,  DE  19809,  or  phone 
me  at  (302)  762-1400. 


David  Platt,  M.D. 


What  can  you  do  for  patients  trying  to 
reach  their  lull  potential  after  an  injury 
or  illness?  You  can  refer  your  patients 
to  the  Delaware  Curative  Workshop, 
an  accredited  comprehensive  out- 
patient therapy  and  rehabilitation 
center  for  children  and  adults. 


(302)  656-2521  • 1 600  Washington  Street  •Wilmington,  DE  19802 
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PHYSICIANS'  HEALTH 
COMMITTEE 


DO  YOU  KNOW  AN  IMPAIRED  PHYSICIAN  OR  A PHYSICIAN  IN 
TROUBLE?  The  Physicians’  Health  Committee  wishes  to  help.  Please  call 
(302)  654-1001.  The  anonymity  of  the  caller  is  assured. 


CLINICAL  MEETINGS  AND  NOTICES 


MEDICAL  SOCIETY  OF 
DELAWARE  ANNUAL 
MEETING 
NOVEMBER  16-17,  1990 


Remember  to  mark  your  calendars  for  the  201st  Annual  Meeting  and  Scien- 
tific Session  of  the  Medical  Society  of  Delaware.  The  House  of  Delegates  will 
convene  Friday,  November  16, 1990,  at  the  Delaware  Academy  of  Medicine 
Building,  and  the  scientific  session  will  be  on  Saturday,  November  17,  at  the 
Hotel  du  Pont  in  Wilmington.  For  more  information,  call  the  Medical  Society 
at  658-7596. 


COLPOSCOPY  FOR  THE  “Colposcopy  for  the  Family  Physician”  will  be  sponsored  by  the  Department 
PRIMARY  CARE  of  Family  Medicine,  Medical  Center  of  Delaware,  the  Delaware  Academy  of 
PHYSICIAN  Family  Physicians,  and  Jefferson  Medical  College  on  Saturday,  September 
22,  1990,  and  Sunday,  September  23,  1990.  Jefferson  Medical  College 
designates  this  activity  as  meeting  the  criteria  for  9.25  hours  in  Category 
1 of  the  Physician’s  Recognition  Award  of  the  AMA.  The  program  has  been 
reviewed  and  is  acceptable  for  9.25  Prescribed  hours  by  the  American 
Academy  of  Family  Physicians.  Contact:  Antony  S.  Egnal,  M.D.,  (302) 
428-2925. 


GILPIN 

VAN  TRUMP  & MONTGOMERY  INC. 

Realtors 

Unique  Homsey-designed  townhouse 
facing  park,  with  2 fireplaces,  3 
bedrooms,  2Vz  baths,  garage. 
Amenities  galore.  In  mint  condition. 


$249,000 

Call  Libby  Zurkow  (302)  984-3400 


In-Brief 


WRITTEN  BOARDS  IN 
EMERGENCY  MEDICINE 
A COMPREHENSIVE 
REVIEW 


The  Department  of  Emergency  Medicine,  Johns  Hopkins  Medical  Institu- 
tions, will  sponsor  “Third  Annual  Written  Boards  in  Emergency  Medicine 
- A Comprehensive  Review”  October  27-November  2, 1990,  at  the  Sheraton 
Towson  Conference  Hotel,  Towson,  Maryland.  Credit:  Approximately  65 
AMA  Category  1 credit  hours.  Contact:  Carlita  Kearney,  Program  Coor- 
dinator, (301)  955-2959. 


CLINICAL  ALLERGY  FOR  “Clinical  Allergy  for  the  Practicing  Physician”  will  be  offered  by  the 
THE  PRACTICING  Washington  University  School  of  Medicine  November  1-3, 1990,  at  the  Ritz- 
PHYSICIAN  Carlton  Hotel,  St.  Louis,  Missouri.  Washington  University  designates  this 
continuing  medical  education  activity  for  20.5  credit  hours  in  Category  1 
of  the  Physician’s  Recognition  Award  of  the  AMA.  Contact:  Office  of  Contin- 
uing Medical  Education,  Washington  Uni  versity  School  of  Medicine  at  (800) 
325-9862. 


PRIMARY  CARE  The  Interstate  Postgraduate  Medical  Association  of  North  America  (IPMA) 
UPDATE  will  offer  “A  Primary  Care  Update”  November  12-15,  1990,  at  the  Hilton 
at  Walt  Disney  World  Village,  Lake  Buena  Vista,  California.This  conference 
will  assist  family  physicians,  generalists,  internists,  and  other  primary  care 
physicians  in  updating  their  clinical  knowledge  in  the  diagnosis  and  treat- 
ment of  the  commonly  occurring  problems,  in  Cardiology,  Gastroenterology, 
Endocrinology,  Neurology,  Geriatrics,  Infectious  Diseases,  Gynecology/Obstet- 
rics, and  Rheumatology.  The  Primary  Care  Update  is  eligible  for  24  credit 
hours  in  Category  1 of  the  Physician’s  Recognition  Award  of  the  AMA.  The 
program  has  been  reviewed  and  is  acceptable  for  24  Prescribed  hours  by  the 
American  Academy  of  Family  Physicians.  Contact:  IPMA,  P.O.  Box  5474, 
Madison,  WI  53705;  (608)  257-1401. 


MILFORD 

Ludwig  Building 
800  N.  DuPont  Hwy 
Milford,  DE  19963 
(302)  442-2796 
(302)  856-3803 


DOVER 

812  S.  Bradford  Sr. 
Dover,  DE  19901 
(302)  734-1424 


DELAWARE 

HUMAN 

PERFORMANCE 
INSTITUTE  r < 


A Service  ol  the  Dickinson  Medical  Group,  P A 


STAFF 

Medical  Director 

Jere  G.  Sutton,  D.O. 

Occupational  Therapy 

Joyce  M.  Kuterbach,  OTR/L 

Physical  Therapy 

Lois  A.  Hamilton,  PT 

Athletic  Trainer 

Roger  M.  Hunt,  MS,  ATC 


SERVICES 

Occupational  Therapy 
Physical  Therapy 
Physical  Reconditioning 
Medical  Consultation 
Pain  Management 
Back  School 
Disability  Evalluations 
Industrial  Rehabilitation 
Work  Hardening 
Functional  Capacity  Evaluation 
Job  Site  Analysis 
Pre-employment  Screening 


INVITATION  TO  EXHIBIT  POSTER 
HOUSE  OF  DELEGATES 
201st  ANNUAL  MEETING 
MEDICAL  SOCIETY  OF  DELAWARE 

Applications  for  SCIENTIFIC  POSTER  EXHIBITS  for  the  House  of 
Delegates  Annual  Meeting  of  the  Medical  Society  of  Delaware  are 
invited  by  the  Scientific  Exhibits  Committee. 

The  poster  exhibit  portion  of  the  Annual  Meeting  of  the  House  of 
Delegates  to  be  held  at  the  Delaware  Academy  of  Medicine  Building  in 
Wilmington,  November  16,  1990,  will  provide  an  opportunity  to 
demonstrate  scientific  achievement.  Physicians  are  invited  to  apply  now 
for  space.  There  is  no  charge  for  exhibits.  Four  by  eight  foot  panels 
suitable  for  hanging  posters  will  be  provided. 

Mail  applications  to  Robert  C.  Knowles,  M.D.,  Chairman,  Scientific 
Exhibits,  Medical  Society  of  Delaware,  1925  Lovering  Avenue, 
Wilmington,  DE  19806. 

SCIENTIFIC  EXHIBITS 
APPLICATION  FOR  SPACE 

Annual  Meeting,  House  of  Delegates,  Medical  Society  of  Delaware 
Delaware  Academy  of  Medicine,  Wilmington,  Delaware 
November  16,  1990 

1.  Title  of  Exhibit: 


2.  Name(s)  of  Exhibitor(s): Degree: 

3.  Description  of  Exhibit:  (Attach  a brief  description  telling  the  purpose  of  the  ex- 
hibit, what  the  exhibit  shows,  and  the  conclusions  reached.) 

Name  

Address 
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New  Open 
Rr  Business: 

The  AMA 
Member 
Hotline. 

into  the  many  other  valu- 
able resources  that  com 
with  your  membership. 

Give  it  a try  today. 
Dial  1-800-AMA-3211. 

It’s  fast.  It’s  toll-free. 
And  it’s  reserved 
exclusively  f(2)| ' 
for  you. 

1-800-AMA-3211 


AMA  members  have  a 
new  priority  phone  number. 

It’s  called  the  AMA 
Member  Hotline.  And  it’s 
reserved  exclusively  for 
member  doctors. 

So  now,  when  you 
want  quick  answers  to 
things  like  your  member- 


ship status  or  the  where- 
abouts of  one  of  our 
publications,  we’ll  be  able 
to  give  you  the  kind  of 
professional  response  you 
deserve. 

What’s  more,  you  can 
use  our  new  AMA 
Member  Hotline  to  tap 


Is 

Your  Practice 
Ready  For 
The  Newest 
HCFA 
Mandate? 


September  1, 1990  - All  Medicare  providers*  must  create  and 
file  claim  forms  for  every  Medicare  patient. 

CALYX  Is  Ready  With  The  Best  Practice  Management 

Solutions! 


CALYX  provides  the  most  cost-effective  solution  for 
automating  the  entire  Medicare  submission  process. 


• Reducing  paperwork  • Saving  time  • Increasing  profitability 
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In  Brief 


PAIN  MANAGEMENT  The  Medical  Society  of  Delaware  announces  a symposium  on  “Pain  Manage- 
SYMPOSIUM  ment:  A Rational  Approach”  on  Saturday  morning,  October  6, 1990,  at  the 
Delaware  Academy  of  Medicine  Building  in  Wilmington.  Co-sponsored  by 
Jefferson  Medical  College,  the  Delaware  Pharmaceutical  Society,  and  the 
Delaware  Nurses’  Association,  the  program  will  provide  participants  with 
an  increased  understanding  of  documented  problems  in  pain  management, 
focusing  on  the  underlying  reasons  and  identifying  rational  strategies  for 
the  appropriate  management  of  acute  and  chronic  pain.  Jefferson  Medical 
College  designates  this  continuing  medical  education  activity  for  4 credit 
hours  in  Category  1 of  the  Physician’s  Recognition  Award  of  the  AMA.  Con- 
tact: Medical  Society  of  Delaware,  (302)  658-7596. 


DAFP  FALL  COURSE  The  Delaware  Academy  of  Family  Physicians  will  offer  its  Fall  Course  1990 
1990  on  ten  Wednesdays,  beginning  September  12, 1990,  and  ending  November 
14,  1990,  at  the  St.  Francis  Hospital  Conference  Center  in  Wilmington. 
Jefferson  Medical  College  designates  this  activity  as  meeting  the  criteria 
for  20  hours  in  Category  1 of  the  Physician’s  Recognition  Award  of  the  AMA. 
The  program  has  been  reviewed  and  is  acceptable  for  20  Prescribed  hours 
by  the  American  Academy  of  Family  Physicians.  For  information  on  specific 
courses,  call  the  Delaware  Academy  of  Family  Physicians,  (302)  571-0986. 
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William  H.  Duncan,  M.D. 
President 


LEGISLATIVE  ACTION 


If  you  have  ever  been  curious  as  to  the  activities 
of  the  President  of  the  Medical  Society  in  the  ear- 
ly months  of  his  term,  it  can  be  stated  very  simp- 
ly: Legislative  Action. 

And,  the  President  is  not  the  only  one.  The 
Public  Laws  Committee,  the  Legislative  Action 
Committee  and  the  Auxiliary  Action  Committee 
are  also  deeply  involved  els  is  the  staff  of  the  Socie- 
ty and  our  legislative  liaison. 

For  the  second  session  of  Delaware’s  135th 
General  Assembly  there  was  much  activity  by 
your  Society.  The  Public  Laws  Committee  con- 
sidered 108  bills.  The  Legislative  Action  Commit- 
tee had  a member  present  in  Legislative  Hall 
every  day  the  Legislature  was  in  session.  The 
Auxiliary  organized  letter  writing  and  telephone 
campaigns  as  well  as  visits  to  Legislative  Hall. 
Your  President  averaged  two  visits  per  week  to 
Dover  and  too-mumerous-to-count  telephone  calls 
with  individual  legislators  on  an  almost  daily 
basis.  This  was  an  enormous  effort. 

What  then  were  the  results? 
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The  most  significant  issue,  the  modification  of 
the  Medical  Practices  Act,  was  passed  and  signed 
and  implemented  with  all  the  important  com- 
ponents supported  by  the  Medical  Society.  The 
Legislature  also  approved  the  Paramedic  Ser- 
vices Act;  permitting  nurses  to  make  pro- 
nouncements of  death  under  certain  defined  con- 
ditions; liberalization  of  the  Medicaid  income 
eligibility  limits;  numerous  drug  and  alcohol- 
related  bills  regarding  schools  and  driver’s 
licenses;  establishment  of  minimum  standards  of 
Medicare  supplemental  insurance;  strengthen- 
ing adult  protective  services;  confidentiality  of 
health  data;  limiting  civil  liability  for  volunteer 
physicians  and  nurses;  establishment  of  the 
Delaware  Health  Care  Commission;  an  increase 
in  the  cigarette  tax  to  pay  for  the  development  of 
programs  to  address  the  uncompensated  care 
issue;  and  mandating  uniform  drug  and  alcohol 
education  in  Delaware  schools. 

Medicine  was  also  recognized  by  resolutions 
that  commended  Dr.  Henry  Stroud  as  Delaware’s 
Child  Advocate  of  the  Year,  congratulated  the 
Society  on  its  200th  Anniversary,  commended 
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Delaware’s  hospitals,  recognized  Dr.  Kitty  Ester- 
ly,  and  designated  May  14  - 20  as  Head  and 
Spinal  Cord  Injury  Week. 

Legislation  of  great  interest  to  the  Society  that 
was  not  passed  included  allowing  optometrists  to 
prescribe;  allowing  physical  therapists  to  treat 
without  physician  referral;  allowing  nurses  to  bill 
third  party  payers  direct;  reducing  the  statutory 
definition  of  blood  alcohol  to  0.08;  requiring  man- 
datory helmets  for  motorcyclists;  requiring  man- 
datory use  of  seat  belts;  requiring  health  in- 
surance policies  to  have  economic  incentives  for 
healthy  lifestyles;  tax  credit  for  employees  who 
provide  health  insurance  coverage;  regulating 
nutritionists;  regulating  use  of  tobacco  produc- 
tion; repeal  of  the  Medical  Malpractice  Insurance 
Act;  notification  of  certain  emergency  and  law  en- 
forcement personnel  of  persons  with  infectious  or 
contagious  diseases;  regulation  of  physical 
therapists  and  athletic  trainers;  regulation  of 
firearms;  provision  of  AIDS  research,  treatment 
and  education  fund,  and  the  prohibition  of 
cigarette  sales  in  vending  machines. 


A busy  year  indeed. 

With  all  this  in  mind,  then,  a special  thanks  to 
Drs.  Stephen  R.  Permut,  Jorge  A.  Pereira-Ogan, 
Rhoslyn  J.  Bishoff,  Leroy  B.  Buckler,  Jason  L. 
Campbell,  I.  Favel  Chavin,  Martin  J.  Cosgrove, 

V.  Terrell  Davis,  Diana  Dickson-Witmer,  Robert 
J.  Fox,  Joseph  F.  Hacker,  Ali  Z.  Hameli,  Robert 
E.  Heckman,  Stephen  L.  Hershey,  Moses 
Hochman,  Vincent  G.  J.  Lobo,  E.  Wayne  Martz, 
Otto  R.  Medinilla,  Dorothy  M.  Moore,  Allston  J. 
Morris,  Lyman  J.  Olsen,  Donald  M.  Pfeifer,  Leo 

W.  Raisis,  Jaime  H.  Rivera,  William  J.  Schickler, 
John  E.  Spieker,  Henry  H.  Stroud,  Ilona  T.  Szucs, 
Norman  Taub,  Frederick  K.  Tby,  Sarabeth 
Walker,  Owens  S.  Weaver,  Robert  D.  Winter, 
Lester  N.  Wright  and  Dennis  R.  Witmer,  Ned 
Davis,  Mark 
Dieffenbach. 

William  H.  Duncan,  M.D. 
President 
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Rehabilitation  Consultants,  Inc. 


Anthony  L.  Cucuzzella,  M.D 
Pierre  L.  LeRoy.  M.D. 

Italo  V Monteleone,  M.D. 


SERVICES 


Physical  Therapy 
Occupational  Therapy 
Speech  Therapy 
Biofeedback 
Work  Hardening 
Sport  Medicine  Program 
Back  School  Program 


TWO  LOCATIONS 


Suite  105,  Springer  Building,  Concord  Plaza, 

34 1 1 Silverside  Road. 

(302)478-5240 

2100  Bavnard  Boulevard,  Wilmington 
(302)655-5877 

ALL  THERAPY 

Coordinated  with  the  direction  of  the  referring 
M.D.  and  approved  by:  Chrysler  and  GM 
Medicare  ■ BC/BS  ■ Total  Health  Plus 


Rehabilitation  Consultants,  Inc.  ■ Since  1970 
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TOWARD 

2000 VI 
SYMPOSIUM 


October 
12th 
and  13th. 


The  sixth  annual 
Toward  2000 
Symposium  is  an 
opportunity  to 
assess  progress 
toward  the  goal  of 

reducing  cancer  mortality  in  the  United 
States.  The  symposium  will  be  held  at  Fox 
Chase  Cancer  Center  on  October  12th  and 
13th.  National  experts  will  conduct  seminars, 
workshops  and  informal  dinner  discussions 


focusing  on  common 
solid  malignancies 
including  lung,  colon, 
and  breast.  Faculty 
will  also  discuss 
advances  in 

autologous  bone  marrow  transplantation  and 
the  role  of  immunotherapy. 

For  more  information  and  hotel 
accommodations,  please  contact  Kathy  Smith 
or  Louise  Blasick  at  (215)  728-2715. 


As  an  organization  accredited  by  the  Accreditation  Council  for  Continuing  Medical 
Education,  Temple  University  School  of  Medicine  certifies  that  this  program  meets  the  criteria 
for  12  credit  hours  of  Category  I,  provided  it  is  completed  as  designed. 

With  support  from  Bristol-Myers  Oncology  Division. 


FOX  CHASE 

CANCER  CENTER 


DISCOVERY  & HOPE. 

7701  Burholme  Avenue,  Philadelphia,  PA  19111 


The  choices  you  make  now 
may  make  all  the  difference  later. 


The  decisions  you  make  in  a crisis  will  have  a 
lasting  impact  on  your  patient's  health.  In  the 
same  way,  the  medical  malpractice  insurer  you 
choose  now  may  make  all  the  difference  to  your 
professional  and  financial  well-being  in  the 
years  ahead. 

When  you  choose  Princeton,  you're  choosing  a 
company  with  a solid  track  record.  A company 
with  years  of  experience  providing  professional 
liability  insurance  for  physicians,  and  a history 
of  successfully  defending  policyholders  against 
meritless  claims. 

You're  also  choosing  a company  that's  flexible 
enough  to  design  policies  that  meet  your 
individual  coverage  needs.  Our  innovative 
Occurrence  Plus  policy,  for  example,  combines 


the  best  features  of  standard  occurrence  and 
claims-made  and  offers  you  the  broadest 
insurance  protection  available. 

And  coverage  is  only  half  the  story.  Princeton 
has  seasoned  specialists  working  on  your  behalf 
— specialists  who  know  health  care  and  insur- 
ance — so  service  is  prompt  and  professional. 
Plus,  our  team  of  risk  management  consultants 
is  ready  to  answer  your  questions,  or  arrange  on- 
site educational  programs. 

Whether  it's  your  patient's  future,  or  your  own, 
that's  on  the  line,  making  the  right  choices  is 
critical.  Choose  the  insurer  that  offers  experi- 
ence, flexibility  and  service.  Choose  Princeton 
Insurance  Company.  Call  your  independent 
insurance  agent  today. 


Princeton  Insurance  Company 

4 North  Park  Drive 
Hunt  Valley,  Maryland  21030-1812 
(301)  785-0900 


Princeton's 

Delaware 

Agents 


Bob  G.  Urch,  Jr. 
Comprehensive  P 
Management 
Timonium,  MD 
(301)  560-2424 


Robyn  Kraus 
Consolidated  Insijni 
Baltimore,  MD 
(301)  944-9550 


Israel  Teitelbaum 
Contemporary  In:  ai 
Services 
Washington,  D.C 
(202)  887-5563 


Byrl  Hendler 
Diversified  Insurf 
Industries 
Baltimore,  MD 
(301)  433-3000 


Tom  Einstein 
J.A.  Montgomery  n 
Wilmington,  DE 
(302)  996-5606 


William  C.  Garre; 
William  C.  Garre  1 
Associates 
Towson,  MD 
(800)  458-7295 


Denise  Dortch 
The  Harjes  Age  / 
Hunt  Valley,  ML 
(301)  785-6161 


GRAND  ROUNDS 


ECHOCARDIOGRAPHY  UPDATE: 


When  To  Order  Which  Test 


Michael  Pasquale,  M.D. 


INTRODUCTION 

In  recent  years,  echocardiography  has  become 
one  of  the  most  useful  tools  in  the  cardiologist’s 
diagnostic  armamentarium.  Not  only  can  it  pro- 
vide the  clinician  with  important  information 
concerning  cardiac  anatomy,  function,  and 
hemodynamics,  but  the  test  can  be  performed  at 
relatively  low  cost  and  with  unparalleled  safety, 
requiring  neither  the  injection  of  dye  nor 
radioisotopes.  Furthermore,  echocardiography 
equipment  is  highly  mobile  and  does  not  require 
the  patient  to  be  moved  from  the  closely 
monitored  confines  of  the  Emergency  Room,  In- 
tensive Care  Unit,  or  Operating  Room. 

Clinical  echocardiography  utilizes  ultra-high 
frequency  sound  in  the  range  of  2 - 8 million 
cycles  per  second  (megahertz).  These  ultrasound 
waves  are  transmitted  through  body  tissues  and 
are  reflected  at  interfaces  between  structures  of 
varying  acoustic  impedances.  The  reflected  waves 
are  then  received  by  the  transducer  and  projected 
onto  an  oscilloscope  screen  or  photographic  paper. 
Echocardiography  can  thus  produce  images  of  in- 
ternal organs  which  have  a high  degree  of  spacial 
resolution. 

Ultrasound  waves  may  be  delivered  to  the  heart 
and  adjacent  structures  by  placing  the 
transducer  on  the  cutaneous  surface  of  the 

Dr.  Pasquale  is  a member  of  the  Provisional  Staff,  Section  of  Cardiology,  in  the 
Department  of  Medicine  at  the  Medical  Center  of  Delaware. 

Presented  at  Medical  Grand  Rounds,  Department  of  Medicine,  Medical  Center 
of  Delaware  on  June  7,  1990. 


patient’s  thorax  to  obtain  an  anterior  view 
(transthoracic  approach)  or,  alternatively,  by  plac- 
ing the  transducer  within  the  patient’s 
esophagus  to  obtain  a posterior  view  of  the  heart 
and  adjacent  structures.  This  latter  technique, 
transesophageal  echocardiography  (TEE),  has 
been  developed  in  the  last  few  years.  With  both 
transthoracic  and  transesophageal  approaches, 
various  modalities,  including  M-mode, 
2-Dimensional  (2-D),  Doppler  and  Color  Flow 
echocardiography  can  be  used  to  provide  valuable 
information  about  the  heart. 

M-MODE  ECHOCARDIOGRAPHY 

M-mode  echocardiography,  developed  in  the 
mid-1950s,  was  one  of  the  original  echocar- 
diographic  methods.  With  this  technique,  a single 
beam  of  ultrasound  is  pulsed  into  biologic  tissues 
at  a rate  of  1,000  times  per  second.  As  the  beam 
is  reflected  by  underlying  tissues,  1,000  depth 
readings  per  second  are  displayed  on  the  screen, 
and  an  “icepick”  image  of  cardiac  structures  is 
provided.  The  main  advantage  of  M-mode 
echocardiography  is  the  high  degree  of  temporal- 
spatial  resolution,  which  allows  for  accurate 
determination  of  chamber  sizes,  wall  thicknesses, 
and  tracking  of  rapidly  moving  structures  such 
as  valve  leaflets  (Table  1).  M-mode  echocar- 
diography is  part  of  every  standard  echocar- 
diographic  examination  and  is  used  to  determine 
the  chamber  and  wall  dimensions  which  are 
recorded  on  the  echocardiography  report. 
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TABLE  1.  INFORMATION  FROM  M-MODE 
ECHOCARDIOGRAPHY 

- CHAMBER  SIZES 

- WALL  THICKNESS 

- VALVE  LEAFLET  MOTION 


2-D  ECHOCARDIOGRAPHY 

Since  ultrasound  travels  poorly  through  bone 
or  air-filled  lungs,  in  standard  transthoracic 
echocardiography,  the  transducer  must  be  placed 
in  those  few  areas  of  the  chest  wall  that  allow 
clear  access  to  the  heart,  including  the  left 
parasternal,  apical,  subcostal,  and  suprasternal 
areas.  In  order  to  enhance  access  to  the  cardiac 
structures,  the  patient  is  generally  imaged  in  the 
left  lateral  decubitus  position.  In  2-D  echocar- 
diography, the  sound  beam  is  automatically  moved 
rapidly  from  side  to  side  to  create  an  imaging 
plane.  Each  plane  is  specifically  chosen  so  that, 
taken  together,  all  portions  of  the  heart  and  ad- 
jacent structures  can  be  viewed  systematically. 

Unlike  x-ray  or  nuclear  angiography,  which 
primarily  visualize  the  blood  pool,  echocar- 
diography depicts  both  the  chamber  walls  and 
the  chamber  cavities.  This  allows  evaluation  of 
myocardial  function  not  only  in  terms  of  endocar- 
dial excursion,  as  is  seen  in  other  methods,  but 
also  in  terms  of  wall  thickening.  The  parasternal 
short  axis  view  is  especially  valuable  in  assess- 
ing regional  wall  motion  abnormalities,  since  all 
segments  of  the  left  ventricle  are  viewed  by  suc- 
cessive slices  starting  at  the  aortic  annulus  and 
extending  down  to  the  apex.  The  apical  four 
chamber  view  allows  comparison  of  various 
chamber  sizes  in  relation  to  one  another.  Combin- 
ing the  various  2-D  echocardiographic  planes 
enables  assessment  of  the  systolic  function  of  all 
segments  of  the  left  ventricle  and  thus  the  detec- 
tion of  regional  wall  motion  abnormalities  that 
may  result  from  myocardial  ischemia. 

2-D  echocardiography  also  enables  visual  or 
computer  generated  determination  of  global 
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systolic  function  and  ejection  fraction.  Applica- 
tion of  mathematical  formulae  combining  the 
short  and  long  axis  dimensions  of  the  various  2-D 
echocardiographic  planes  through  the  left  ventri- 
cle also  allows  quantitation  of  stroke  volume  and 
thus  cardiac  output.  Together,  M-Mode  and  2-D 
echocardiography  provide  anatomic  information 
concerning  chamber  sizes,  left  and  right  ven- 
tricular function,  chamber  hypertrophy,  pericar- 
dial effusions,  intracardiac  masses,  and  valve 
leaflet  prolapse  or  vegetations  (Table  2). 


TABLE  2.  INFORMATION  FROM  M-MODE 
PLUS  2-D  ECHOCARDIOGRAPHY 

- RELATIVE  CHAMBER  SIZES 

- REGIONAL  AND  GLOBAL 
LV  FUNCTION 

- RV  FUNCTION 

- WALL  THICKNESS  (HYPERTROPHY) 

- PERICARDIAL  EFFUSIONS 

- INTRACARDIAC  MASSES 

- VALVE  LEAFLET  PROLAPSE 

- VEGETATIONS 


DOPPLER  ECHOCARDIOGRAPHY 

Doppler  echocardiography  is  a method  of  detect- 
ing the  direction  and  velocity  of  moving  blood 
within  the  heart  and  great  vessels.  It  has  a wide 
array  of  applications  in  evaluating  both  normal 
and  abnormal  cardiac  function.  Ib  understand 
Doppler  echocardiography,  one  must  first  under- 
stand the  Doppler  principle,  first  described  by 
Johann  Christian  Doppler,  an  Austrian 
mathematician  who  lived  in  the  first  half  of  the 
19th  century.  Doppler’s  initial  description  in 
1842  explained  why  the  color  or  wavelength  of 
light  emitted  from  stars  depended  on  their  mo- 
tion relative  to  the  earth.  He  recognized  that  blue 
light  characterized  stars  moving  towards  the 
earth  while  red  light  characterized  those  moving 
away. 

The  Doppler  principle  can  be  found  in  everyday 
life.  An  observer  on  a highway  overpass  will  note 
a change  in  the  pitch  of  the  sound  emanating 
from  an  oncoming  car’s  engine  as  it  approaches, 
with  the  pitch  becoming  progressively  higher. 
As  the  car  passes  and  moves  into  the 
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distance,  the  pitch  will  become  progressively 
lower.  The  sound  emitted  from  the  engine  re- 
mains the  same,  but  the  observer  hears  a dif- 
ferent pitch  because  of  the  compression  or,  alter- 
natively, the  expansion  of  the  sound  waves.  This 
change  in  pitch  is  dependent  on  both  the  car’s 
speed  and  direction.  The  Doppler  principle  is  used 
today  in  the  tracking  of  storms  as  well  as  in  recor- 
ding the  speed  of  an  auto  as  it  passes  a police 
cruiser. 

Applying  the  Doppler  principle  to  the  heart,  an 
echocardiographic  transducer  emits  a certain  fre- 
quency of  sound  which  is  reflected  off  of  red  blood 
cells  in  the  heart  and  returns  to  that  same 
transducer.  If  the  cells  are  moving  towards  the 
transducer,  the  reflected  frequency  will  increase. 
If  the  red  blood  cells  are  moving  away  from  the 
transducer,  the  reflected  frequency  will  decrease 
from  that  which  was  originally  emitted.  This  is 
called  the  Doppler  shift  and  can  be  displayed  on 
the  screen  in  various  formats.  Generally,  flow 
towards  the  transducer  is  depicted  as  an  upward 
spectral  display,  whereas  flow  away  from  the 
transducer  is  depicted  as  a downward  spectral 
display. 

Flow  within  the  heart  and  great  vessels  is 
usually  laminar,  with  red  blood  cells  moving  in 
a smooth  orderly  fashion  at  approximately  the 
same  velocity.  At  points  of  obstruction,  however, 
flow  becomes  turbulent,  and  there  is  disorganiza- 
tion of  red  blood  cell  flow  in  multiple  whirls  and 
eddies.  Flow  through  obstructions  is  also 
characterized  by  an  increase  in  velocity  of  flow. 
Doppler  echocardiography  can  thus  determine 
the  direction,  velocity,  and  degree  of  turbulence 
of  flow  through  the  heart  and  adjacent  structures. 

When  combined  with  2-D  echocardiographic 
measurements,  Doppler  echocardiography  allows 
the  quantitation  of  flow.  Flow  through  any  por- 
tion of  the  heart  is  a product  of  the  cross  sectional 
area  of  that  portion  and  the  mean  velocity  of  flow. 
In  the  left  ventricle  (LV)  outflow  tract,  for  exam- 
ple, the  diameter  can  be  obtained  from  the 
parasternal  long  axis  view  in  2-D  echocar- 
diography. This  portion  of  the  heart  is  cylindrical 
in  shape  and  thus  the  area  can  be  determined  by 
the  formula  Area  = 3.14  r2 . Doppler  exam  from 
the  left  ventricular  apex  allows  us  to  determine 
the  flow  in  the  LV  outflow  tract.  Quantitation  of 
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the  mean  velocity  in  the  LV  outflow  tract  and 
the  area  of  the  LV  outflow  tract  enables  deter- 
mination of  the  stroke  volume,  that  is,  the 
amount  of  blood  that  moves  through  the  LV 
outflow  tract  with  each  heart  beat.  The  product 
of  the  stroke  volume  and  the  heart  rate  is  the  car- 
diac output.  Similar  quantitation  of  blood  flow 
through  various  chambers  of  the  heart  allows 
determination  of  the  significance  of  shunts  such 
as  atrial  septal  defects  or  ventricular  septal 
defects  and  also  enables  determination  of 
regurgitant  volumes. 

As  blood  moves  through  stenotic  orifices,  the 
velocity  of  flow  increases.  Because  pressure 
builds  up  proximal  to  the  stenosis,  forcing  red 
blood  cells  through  at  a higher  rate,  the  tighter 
the  stenosis  the  higher  the  resultant  velocity  of 
flow  beyond  the  stenosis.  The  pressure  difference 
between  the  area  proximal  to  the  stenosis  and  the 
area  beyond  the  stenosis  is  directly  proportional 
to  the  velocity  of  blood  moving  through  the 
stenosis.  Doppler  echocardiography  allows  the  ac- 
curate measurement  of  the  velocity  of  blood  as  it 
moves  through  the  stenosis.  By  applying  the 
simplified  Bernoulli  Equation: 

Pressure  , ■ Pressure  , = 4 x Velocity2 
the  peak  pressure  gradient  across  the  obstruction 
can  be  determined.  Pressure  gradients  across 
stenotic  valves  have  long  been  used  as  a measure 
of  the  severity  of  the  stenosis. 

The  principle  of  noncompressibility  of  fluids 
dictates  that  flow  through  adjacent  portions  of  a 
closed  chamber  must  be  equal.  When  applied  to 
the  heart,  for  example,  flow  through  adjacent 
areas  such  as  the  LV  outflow  tract  and  the  aortic 
valve  must  be  equal.  This  principle  has  been  used 
in  the  formulation  of  the  Continuity  Equation 
which  states  that  area  at  the  LV  outflow  tract 
times  the  mean  flow  velocity  at  the  LV  outflow 
tract  will  equal  the  area  at  the  aortic  valve  orifice 
times  the  mean  flow  velocity  at  the  aortic  orifice. 
Rearranging  this  equation,  the  aortic  valve  area 
can  be  determined  if  the  area  of  the  LV  outflow 
tract,  the  velocity  at  the  LV  outflow  tract  and  the 
velocity  of  blood  moving  through  the  aortic  valve 
orifice  are  known.  This  equation  can  be  applied 
to  other  areas  within  the  heart  and  great  vessels, 
enabling  the  accurate  calculation  of  the  area  of 
stenotic  valves. 


The  Bernoulli  Equation  can  also  be  used  in  the 
non-invasive  determination  of  pulmonary  artery 
pressure.  In  patients  with  tricuspid  regurgita- 
tion, the  peak  velocity  of  the  regurgitation  will 
be  directly  proportional  to  the  pressure  gradient 
between  the  right  atrium  and  right  ventricle  dur- 
ing systole.  The  right  ventricular  systolic 
pressure,  in  turn,  will  be  directly  proportional  to 
the  pulmonary  artery  systolic  pressure  in  the 
absence  of  pulmonic  valve  stenosis.  Thus,  the 
pulmonary  artery  systolic  pressure  can  be  deter- 
mined by  the  equation:  PA  systolic  pressure  = 4x 
the  tricuspid  regurgitant  velocity2  plus  the  right 
atrial  pressure,  which  can  be  estimated  by  using 
the  height  of  jugular  venous  distension  or  the  ap- 
proximate value  of  10. 

In  recent  years,  Doppler  echocardiography  has 
also  been  used  to  detect  abnormal  left  ventricular 
diastolic  function,  the  ability  of  the  heart  to  relax 
and  fill  during  diastole.  Diastolic  dysfunction,  fre- 
quently occurring  in  hypertrophic  or  infiltrative 
cardiomyopathies,  coronary  artery  disease,  or  as 
a result  of  aging,  can  cause  the  same  symptoms 
as  congestive  heart  failure,  which  is  associated 
with  systolic  dysfunction.  Doppler  echocar- 
diography is  used  to  characterize  the  pattern  of 
flow  through  the  mitral  valve  orifice  during 
diastole.  This  pattern  is  notably  altered  in  pa- 
tients whose  left  ventricles  cannot  relax  as  quick- 
ly or  as  completely  as  normal  ventricles.  Diastolic 
dysfunction  is  characterized  by  a decrease  in 


TABLE  3.  USES  OF  DOPPLER 
ECHOCARDIOGRAPHY* 

ALLOWS  DETERMINATION  OF 

- VSD’S/ASD’S/FISTULAS  ! 

- CARDIAC  OUTPUT 

- VALVE  STENOSIS  SEVERITY 

- PULMONARY  ARTERY  PRESSURE 

- LV  DIASTOLIC  FUNCTION 

* COLOR  FLOW  IMAGING  INCREASES 
SPEED  AND  SENSITIVITY  IN  THE 
DETECTION  AND  QUANTIFICATION  OF 
VALVULAR  REGURGITATION,  VSD’S,  AND 
ASD’S. 
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early  flow  across  the  mitral  valve  and  a compen- 
satory increase  in  the  flow  across  the  mitral  valve 
after  atrial  contraction. 

Thus,  the  addition  of  Doppler  to  the  standard 
2-D  echocardiographic  examination  can  provide 
us  with  important  hemodynamic  information 
previously  obtainable  only  by  placing  catheters 
within  the  body.  Doppler  echocardiography 
enables  determination  of  abnormal  patterns  of 
blood  flow  (shunts),  cardiac  output,  severity  of 
valvular  stenosis,  pulmonary  artery  pressure  or 
left  ventricular  diastolic  dysfunction  (Table  3). 

COLOR-FLOW  DOPPLER 

The  addition  of  Color  Flow  Imaging  to  Doppler 
echocardiography  enables  the  depiction  of  Dop- 
pler information  concerning  the  direction,  speed, 
and  turbulence  of  red  blood  cell  flow  in  a color  for- 
mat. The  color  red  is  generally  assigned  to  blood 
cells  moving  towards  the  transducer  while  the 
color  blue  is  assigned  to  those  cells  moving  away 
from  the  transducer.  Velocity  information  is  in- 
corporated into  the  display  by  adding  varying 
hues  of  red  and  blue.  Slower  moving  blood  is 
depicted  by  a dull  hue  while  faster  moving  blood 
is  depicted  by  a brighter  hue.  At  sites  of  tur- 
bulence, the  red  blood  cells  will  be  moving  at 
many  different  velocities  and,  thus,  there  will  be 
a great  variance  between  mean  red  blood  cell 
velocity  and  the  peak  velocity.  This  increased 
variance  at  sites  of  turbulent  flow  is  depicted  by 
the  addition  of  green  to  the  color  scale.  Various 
combinations  of  green  and  red  result  in  yellow, 
while  green  and  blue  result  in  cyan.  Thus,  tur- 
bulent flow  are  characterized  by  a mosaic  of  reds, 
blues,  yellows,  and  cyan.  Color  Flow  echocar- 
diography can  thus  provide  a non-invasive 
“angiogram”  of  blood  flow  in  which  the  contrast 
medium  consists  of  moving  red  blood  cells,  and 
the  detection  of  this  contrast  is  ultrasound. 

Although  Color  Flow  Imaging  provides  essen- 
tially the  same  information  as  Doppler,  it  does  so 
in  a much  faster  and  more  easily  visualized  for- 
mat. This  technique  allows  the  technician  to  scan 
the  various  cardiac  chambers  quickly  and 
possibly  pick  up  abnormal  flows  which  would  not 
have  been  detected  by  routine  Doppler  examina- 
tion. It  not  only  speeds  the  Doppler  examination, 
but  significantly  increases  the  sensitivity  for  the 
detection  of  small  valvular  insufficiencies,  ven- 
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tricular  septal  defects,  or  atrial  septal  defects. 
Color  Flow  Imaging  allows  depiction  of  the  area 
of  valvular  regurgitant  jets,  which  provides  a 
semi-quantitative  evaluation  of  regurgitant 
severity.  For  example,  an  aortic  insufficiency  jet 
that  occupies  less  than  20%  of  the  LV  outflow 
tract  area  is  characterized  as  mild,  whereas,  a jet 
that  occupies  greater  than  60%  of  the  LV  outflow 
tract  area  is  characterized  as  severe.  Likewise, 
mitral  regurgitant  jets  that  occupy  only  a small 
portion  of  the  left  atrium  are  characterized  as 
mild,  whereas,  jets  that  penetrate  the  full  depth 
of  the  left  atrium  and  occupy  a substantial  por- 
tion of  the  left  atrial  area  are  characterized  as 
severe. 

TRANSESOPHAGEAL  ECHOCARDIOGRAPHY  (TEE) 

In  the  standard  transthoracic  approach,  the 
acoustic  window  on  the  heart  is  frequently 
obscured  by  such  factors  as  adipose  or  breast 
tissue,  hyperinflated  lung  tissue,  small  inter- 
costal spaces  or  precordial  bandages.  Also,  com- 
monly, patients  cannot  be  turned  to  the  left  side 
to  bring  the  cardiac  structures  in  close  proximi- 
ty to  the  echocardiographic  transducer.  In  addi- 
tion, it  is  difficult  to  apply  the  standard 
transthoracic  approach  when  trying  to  evaluate 
patients  during  cardiothoracic  surgery.  The  ex- 
act proportion  of  patients  in  whom  an  adequate 
transthoracic  examination  cannot  be  obtained 
varies  greatly  from  one  testing  site  to  another  but 
may  be  as  high  as  15%. 

Since  the  mid-1970s,  attempts  have  been  made 
to  obtain  cardiac  images  using  the  esophagus  as 
a closer  pathway  to  the  heart.  This  was  initially 
done  in  1975  with  the  use  of  M-Mode  technology. 
In  1977  a mechanical  2-D  echocardiographic 
transducer  was  placed  on  the  end  of  a rigid 
esophagoscope  and  was  shown  to  be  able  to  im- 
age the  left  ventricle  and  measure  its  dimension 
and  wall  motion.  In  1980  a flexible  gastroscope 
was  fitted  with  an  electronic  phased  array 
transducer,  and  clinicians  became  aware  of  the 
multiple  clinical  applications  of  TEE. 

Initially,  the  use  of  TEE  was  limited  to 
anesthetized  patients  in  the  operating  room, 
where  a transducer  could  be  placed  in  a stable 
recording  position  throughout  surgery  to  monitor 
myocardial  function  without  interfering  with  the 
surgical  procedure.  Recently,  the  use  of  TEE  has 
become  important  in  the  evaluation  of  patients 
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in  the  Emergency  Room,  Intensive  Care  Unit,  or 
in  outpatient  settings.  In  conscious  patients,  the 
posterior  pharynx  is  first  anesthetized  with 
topical  lidocaine  solution,  and  the  patient  is 
usually  sedated  with  a small  dose  of  intravenous 
midazolam.  During  the  procedure  the  patient  is 
under  continuous  electrocardiograhic  monitoring 
as  well  as  pulse  oximetry  and  intermittent  blood 
pressure  monitoring.  Once  the  probe  is  passed, 
controls  allow  for  the  anterior  and  posterior  as 
well  as  lateral  flexion  of  the  transducer. 

Because  of  the  close  proximity  of  the  transducer 
to  cardiac  structures,  finer  details  can  be  obtained 
from  the  transesophageal  approach.  Frequently, 
the  proximal  portions  of  the  coronary  arteries  can 
be  seen.  The  high  resolution  also  allows  for 
greater  sensitivity  in  detecting  valvular  vegeta- 
tions and  intracardiac  thrombi.  The 
transesophageal  approach  facilitates  the  imag- 
ing of  certain  structures  which  are  not  usually 
seen  by  the  standard  transthoracic  approach. 
These  include  the  left  atrial  appendage,  which  is 
an  important  source  of  thromboemboli,  the 
pulmonary  veins,  and  the  descending  thoracic 
aorta.  TEE  is  also  a highly  sensitive  technique 
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for  detecting  intimal  flaps  associated  with  aortic 
dissection. 

There  are  certain  clinical  situations  in  which 
the  transesophageal  approach  provides  signifi- 
cant additional  clinical  information.  In  the  out- 
patient setting  these  include  evaluation  of  pro- 
sthetic valve  dysfunction,  where  the  close  prox- 
imity of  the  transesophageal  probe  to  the  mitral 
and  aortic  valves  and  lack  of  shadowing  of  those 
valves  into  the  left  atrium  or  ascending  aorta 
allows  more  accurate  assessment  of  mitral 
regurgitation  or  periaortic  leaks  or  abscesses. 
Prior  to  mitral  valve  repair,  TEE  can  reveal 
detailed  anatomy  of  the  mitral  valve  leaflets  and 
chordal  structures,  thus  helping  the  surgeon  to 
design  the  proper  surgical  procedure.  In  patients 
with  bacterial  endocarditis,  the  highly  detailed 
images  of  the  leaflets  of  the  aortic,  mitral,  and 
tricuspid  valves  will  frequently  reveal  vegeta- 
tions that  are  unable  to  be  seen  in  the 
transthoracic  approach.  Because  of  the  inac- 
cessibility of  the  left  atrial  appendage  in  stand- 
ard echocardiography,  TEE  should  always  be  con- 
sidered when  looking  for  a source  of 
embolization. 

The  close  proximity  of  the  interatrial  septum 
allows  TEE  to  provide  detailed  anatomy  of  not  on- 
ly atrial  secundum  and  primum  defects  but  also 
defects  of  the  sinus  venosus  category.  Further- 
more, TEE  can  accurately  determine  the  location 
of  all  four  pulmonary  veins  as  they  empty  into  the 
left  atrium.  Thus  anomalous  pulmonary  venous 
return,  sometimes  associated  with  sinus  venosus 
atrial  septal  defects,  can  be  detected.  Left  or  right 
atrium  myxomas,  sarcomas,  fibromas,  and  other 
masses  are  readily  visualized  by  the 
transesophageal  approach,  allowing  the  accurate 
assessment  of  their  extent,  infiltration,  and  point 
of  attachment.  The  transesophageal  echocar- 
diogram is  quickly  becoming  the  procedure  of 
choice  in  the  detection  of  dissecting  aneurysms 
of  the  descending  thoracic  aorta.  The  technique 
provides  a quick  and  expeditious  modality  which 
is  non-invasive  and  can  be  performed  in  the 
Emergency  Room  or  Intensive  Care  setting, 
unlike  cardiac  catheterization. 

There  are  numerous  patients  in  whom  an 
echocardiographic  examination  is  necessary,  but, 
in  whom  it  is  not  feasible  from  the  standard 
transthoracic  approach  because  of  chest  trauma, 
precordial  bandages,  pneumothoraces,  or  in- 


travening  pulmonary  tissue,  particularly  in  the 
patient  who  is  supine  on  a mechanical  ventilator. 
In  these  patients,  TEE  can  provide  valuable  in- 
formation at  the  bedside  with  rapid  feedback  to 
the  primary  care  physician. 

CLINICAL  APPLICATIONS  OF  ECHOCARDIOGRAPHY 

Echocardiography  is  well  suited  for  a wide  ar- 
ray of  clinical  applications.  In  general,  the  stan- 
dard transthoracic  approach  should  be  obtained 
first,  except,  of  course,  for  intraoperative  evalua- 
tions. Some  of  the  most  common  indications  for 
echocardiography  include  the  evaluation  of  pa- 
tients with  chest  pain,  respiratory  .distress,  syn- 
cope, or  post  myocardial  infarction. 

In  the  evaluation  of  a patient  who  presents  with 
chest  pain,  echocardiography  can  be  of  great 
assistance  in  determining  the  etiology  of  chest 
discomfort.  Detection  of  regional  wall  motion  ab- 
normalities would  suggest  coronary  artery 
disease.  The  presence  of  a pericardial  effusion  is 
suggestive  of  pericarditis.  Aortic  dissection  with 
or  without  accompanying  aortic  Insufficiency 
may  be  detected.  A dilated  hypokinetic  right  ven- 
tricle suggests  pulmonary  hypertension,  possibly 
secondary  to  a pulmonary  embolus. 

In  the  patient  presenting  with  respiratory 
distress,  echocardiography  can  define  the 
presence  or  absence  of  left  ventricular  systolic  or 
diastolic  dysfunction,  valvular  stenosis  or  insuf- 
ficiency, intracardiac  shunts,  pulmonary 
hypertension,  or  hypertrophic  cardiomyopathy. 
The  presence  of  pericardial  effusion  and  evidence 
of  right  ventricular  or  right  atrial  compression 
is  highly  suggestive  of  tampanode.  A left  atrial 
myxoma,  which  may  intermittently  block  flow 
through  the  mitral  valve  into  the  left  ventricle 
may  be  detected  by  2-D  echocardiography. 
Vegetations  or  thrombi  in  the  right  atrium  or 
right  ventricle  may  suggest  pulmonary  emboli  as 
a cause  of  respiratory  distress.  These  can  be 
detected  by  2-D  echocardiography. 

In  the  evaluation  of  the  patient  with  syncope, 
an  echocardiographic  examination  can  rule  out 
obstructive  hypertrophic  cardiomyopathy,  in- 
tracardiac thromboembolus,  aortic  dissection,  or 
aortic  stenosis.  With  Color  Flow  Doppler,  the 
presence  of  a patent  foramen  ovale  or  atrial  sep- 
tal defect  through  which  a paradoxical  embolus 
may  result  in  a syncopal  episode  can  be 
demonstrated. 
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In  the  patient  who  is  recently  post  myocardial 
infarction,  echocardiography  can  help  guide  deci- 
sions about  the  use  of  beta-blockers,  angiotensin 
converting  enzyme  inhibitors,  or  digoxin  by 
allowing  the  determination  of  global  systolic 
function.  Furthermore,  knowledge  of  global 
systolic  left  ventricular  function  provides  impor- 
tant prognostic  information.  Echocardiography 
is  also  important  in  detecting  possible  complica- 
tions of  myocardial  infarction,  including 
papillary  muscle  dysfunction,  ventricular  septal 
defects,  aneurysm  formation,  or  intracardiac 
thrombus  formation.  Echocardiography  may  be 
the  best  technique  for  detecting  right  ventricular 
infarction,  characterized  by  a hypokinetic  right 
ventricle. 

SUMMARY 

Echocardiography  is  a highly  useful  diagnostic 
technique  providing  clinical  information  concern- 
ing cardiac  anatomy,  function,  and 
hemodynamics  at  low  patient  cost  and  risk.  Its 
various  modalities  of  M-mode,  2-D,  Doppler  and 
Color  Flow  combine  in  complementary  fashion  to 
provide  the  physician  with  information  impor- 
tant in  the  diagnosis,  therapy,  and  prognosis  of 
a wide  range  of  cardiovascular  disorders.  The  ad- 


dition of  the  transesophageal  approach  has  ex- 
panded our  ability  to  obtain  more  detailed  infor- 
mation in  patients  whose  hearts  were  previous- 
ly inaccessible  from  the  transthoracic  approach 
or  who  have  prosthetic  devices  with  acoustic 
shadows  which  obscure  important  echocar- 
diographic  information.  An  understanding  of  the 
wide  array  of  applications  of  echocardiography  is 
important  in  making  the  best  use  of  this  valuable 
diagnostic  tool. 
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SCIENTIFIC  ARTICLE 


UPDATE:  BREAST  CANCER  DETECTION 


Susan  Barnes,  M.D. 


Breast  cancer  remains  one  of  the  most  serious 
health  problems  facing  women  today.  Breast 
cancer  awareness  has  thankfully  increased 
significantly  over  the  past  ten  years,  partially 
because  of  increased  publicity,  spearheaded  by 
several  well  known  American  women  such  as 
Nancy  Reagan  and  Happy  Rockefeller.  Some  of 
the  information  presented  here  is  as  old  as  our 
knowledge  of  breast  cancer,  while  some  comes 
from  the  24th  National  Conference  on  Breast 
Cancer,  given  this  past  March. 

This  entity  remains  a group  of  diseases  that 
will  be  contracted  by  one  in  ten  American 
women,  representing  the  most  common  cancer  of 
women.  It  is  the  second  most  common  cancer 
death  of  women.  No  known  etiology  or  preventive 
measures  exist,  perhaps  in  part  because  it  does 
not  represent  a single  disease.  The  death  rate  has 
remained  relatively  stable  over  the  past  several 
decades.  It  has  been  shown,  however,  that  early 
detection,  meaning  detection  of  a mass  of  less 
than  2 cm  with  no  demonstrable  spread,  can 
result  in  a five  year  survival  rate  of  approximately 
85%.  The  more  extensive  the  demonstrable 
disease,  the  less  favorable  the  prognosis.  The 
presence  of  distant  metastases  at  the  time  of 

Dr.  Barnes  is  a Diagnostic  Radiologist,  associated  with  the  Women’s  Imaging 
Center,  Newark,  Delaware. 
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presentation  carries  a five  year  survival  rate  of 
approximately  20%. 14 

In  our  own  state  of  Delaware,  the  risk  of 
developing  breast  cancer  does  not  differ 
significantly  from  the  wider  national  experience. 
The  Delaware  Vital  Statistics  annual  report 
produced  by  the  Health  Statistics  Center, 
however,  reported  that  Delaware’s  five  year 
average  mortality  rates  for  breast  cancer  are 
significantly  higher  than  the  national  rates.  One 
possible  explanation  for  this  lies  in  a greater  pro- 
portion of  women  being  diagnosed  at  a later  stage 
in  Delaware  than  in  the  national  experience.5 

It  has  been  demonstrated  that  early  detection 
of  breast  malignancies  is  the  most  effective  way 
to  reduce  the  current  morbidity  and  mortality 
rates.  How  then  can  we  best  achieve  this  goal,  and 
where  are  we  currently  falling  short? 

Breast  cancer  detection  consists  of  a triad  of 
breast  self-examination,  routine  physical 
examination  by  a health  professional,  and 
mammography.  Unfortunately,  neither  palpation 
nor  mammography  alone  is  100%  accurate.  This 
has  been  reported  in  the  well  publicized 
1960’s  Health  Insurance  Plan  of  New  York  study 
and  the  1970  National  Cancer  Institute  study  in 
conjunction  with  the  American  Cancer  Society, 
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called  the  Breast  Cancer  Detection  Demonstra- 
tion Project.  In  essence,  both  studies  concluded 
that  the  combined  efforts  of  physical  and 
radiographic  examination  were  more  accurate 
than  any  individual  modality  alone. 

The  American  Cancer  Society  recommends 
that  self-examination  be  performed  by  all  women 
of  age  20  or  older  on  a monthly  basis.  When  and 
on  whom  is  mammography  then  indicated? 
Women  receiving  mammography  basically  fall 
into  two  categories.  The  first  are  those  who  are 
symptomatic,  requiring  a diagnostic 
mammogram.  These  include  primarily  those 
with  a new  breast  mass,  nipple  discharge,  change 
in  the  breast  contour  or  skin  appearance.  The 
second  somewhat  less  obvious  group  are  those 
who  are  asymptomatic  or  clinically  well  on  self 
and  physical  examinations.  These  asymptomatic 
patients  constitute  the  group  of  women  who  are 
screened  for  breast  cancer.  Some  of  these  women 
do  fall  into  a high  risk  group  because  of  known 
risk  factors  such  as  a positive  family  history  of 
breast  cancer,  past  personal  history  of  breast  or 
endometrial  cancer,  as  well  as  a host  of  less  well 
defined  risk  factors.  It  cannot  be  overemphasized 
that  while  a history  of  risk  factors  is  important, 
the  American  Cancer  Society  data  demonstrate 
that  75%  of  all  breast  cancers  occur  in  women 
with  no  known  risk  factors.  This  means  that  all 
women  must  be  considered  at  high  risk  for  breast 
cancer,  particularly  those  35  years  or  older.  It  has 
been  demonstrated  that  early  detection, 
particularly  through  screening  mammography, 
is  the  only  way  to  achieve  a significant  reduction 
in  mortality  rates  for  breast  cancer.  In  combina- 
tion with  physical  examination,  annual  screen- 
ing may  reduce  breast  cancer  mortality  by  40% 
and  possibly  as  much  as  50%.1 2 3 * *  6 

The  American  Cancer  Society  guidelines  for 
early  breast  cancer  detection  in  asymptomatic 
women  are  currently  as  follows: 

1.  Monthly  breast  self-examination  for 
women  of  20  and  older. 

2.  Regular  breast  examinations  performed 
by  a health  care  professional. 

3.  Mammography  performed  as  a baseline 

study  between  the  ages  of  35  and  40, 

annually  or  bi-annually  between  40  and 

49,  and  annually  from  the  age  of  50. 


These  guidelines  are  based  on  what  is  currently 
known  about  the  natural  history  of  the  develop- 
ment of  cancer.  Most  tumors  are  considered  to 
have  a somewhat  slow  growth  rate,  reaching  the 
palpable  stage  only  after  several  years.  This 
generalization  obviously  excludes  the  small 
percentage  of  cancers  which  seem  to  develop  very 
rapidly.  Again,  each  woman  must  be  assumed  to 
be  at  high  risk  for  a rapidly  developing  cancer,  as 
no  known  predictive  factors  exist  which  would 
allow  us  to  further  categorize  asymptomatic 
women.  The  detection  of  an  early,  nonpalpable 
cancer  will,  in  most  cases,  result  in  a better 
survival  rate.  The  lead  time  afforded  by 
mammography  has  been  demonstrated  to  be 
approximately  4 years  in  women  of  greater  than 
50  years  of  age,  and  approximately  2 years  for 
those  under  50.7 

Currently,  only  11%  of  women  follow  the  above 
guidelines  from  the  American  Cancer  Society  for 
early  breast  cancer  detection.812  This  low 
compliance  rate  represents  an  area  of  concern 
which  should  be  addressed  by  all  physicians. 
Many  women  find  breast  self-examination 
frightening  or  distasteful,  and  many  claim  that 
they  lack  confidence  in  their  own  examination. 
Our  role,  as  health  care  professionals,  may 
require  additional  time  spent  educating  and 
changing  the  behavioral  patterns  of  all  women 
20  years  or  older.  In  addition,  many  women  do  not 
receive  routine  physical  examinations  for  a 
myriad  of  reasons  ranging  from  poor  compliance 
to  failure  on  the  part  of  the  health  care  profes- 
sional to  examine  the  breasts.  The  latter  will 
serve  to  undermine  the  importance  of  continued 
compliance. 

Mammography  is  greatly  under-utilized.  On 
the  part  of  the  patient,  this  is  felt  to  be  secondary 
to  lack  of  knowledge,  procrastination,  fear  of  the 
study  itself  or  the  results,  and  inconvenience.  In 
an  Access  to  Care  survey  performed  in  1986,  the 
patient  poll  revealed  that  only  5%  found  the  cost 
prohibitive.  The  vast  majority  of  women  claimed 
that  they  would  undergo  mammography  if 
referred  by  their  physicians.  Interestingly,  a 
survey  of  physicians  demonstrated  that  the 
majority  agree  with  the  American  Cancer 
Society  guidelines,  but  many  feel  that  the 
examination  is  too  expensive  for  rigid  com- 
pliance. Of  those  polled,  80%  would  refer  a 
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woman  for  mammography  if  requested  by  the  par 
tient.12  Increased  compliance  with  the  guidelines 
may  require  a reduction  in  the  number  of 
barriers  perceived  by  both  the  population  at  risk 
and  referring  physicians.  This  can  be  achieved 
particularly  for  asymptomatic  women  if  less 
costly  screening  studies  can  be  performed  more 
rapidly,  therefore  resulting  in  a lesser  charge  per 
study.  In  this  setting,  screening  studies  have  been 
successfully  performed  at  a lower  cost  than 
diagnostic  studies.  Mobile  units  can  be  very  ef- 
fective, as  they  have  access  to  rurally  located 
patients,  and  generate  a lower  overhead  cost.14 
Other  strategies  for  improving  utilization 
include  mandatory  reimbursement  for  screening 
procedures,  and  additional  support  of  the  medical 
profession  with  regard  to  the  guidelines.14 

Until  more  sensitive  modalities  or  preventive 
methods  are  discovered,  we  owe  it  to  ourselves 
and  our  patients  to  offer  each  and  every  one  of 
them  the  best  means  of  detection  possible:  1) 
breast  self-examination,  2)  physical  examination 
by  a health  care  professional,  3)  mammography. 
Until  100%  of  women  are  following  these 
guidelines,  we  haven’t  done  everything  we  can  to 
reduce  mortality  from  breast  cancer.  We  simply 
must  take  a more  aggressive  role  in  breast  cancer 
detection. 
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CHROMOSOMES,  ONCOGENES,  AND  NEOPLASIA 


Peter  C.  Nowell,  M.D. 


Chromosome  studies  of  tumors  have  con- 
tributed significantly  to  our  basic  understanding 
of  how  neoplasms  develop  and  have  also  provid- 
ed some  clinical  applications  in  diagnosis  and 
prognosis.  Nearly  all  malignancies  have  visible 
chromosome  alterations,  and  the  demonstration 
that  in  a given  neoplasm  all  the  cells  usually 
have  the  same  karyotypic  change,  or  related 
changes,  has  provided  strong  evidence  for  the 
unicellular  (clonal)  origin  of  most  tumors.  In  ad- 
dition, the  fact  that  karyotypic  abnormalities  are 
often  more  extensive  in  advanced  tumors  has 
enhanced  our  understanding  of  the  phenomenon 
of  clinical  progression.  It  appears  that  many 
neoplasms  become  more  aggressive  and  more 
malignant  with  time  because  of  the  sequential 
appearance  in  neoplastic  clones  of  subpopula- 
tions of  cells  with  additional  alterations  in 
genetic  makeup. 

The  major  reason  for  increased  interest  in 
tumor  cytogenetics  in  recent  years,  however,  has 
come  from  the  demonstration  of  specific 
chromosomal  alterations  that  are  associated  with 
specific  types  of  neoplasia.  These  non-random 
chromosome  changes  are  providing  clues  to  the 
location  of  genes  important  in  carcinogenesis,  and 
to  mechanisms  by  which  the  functions  of  such 
growth  regulatory  genes  (oncogenes)  are  critically 
altered. 

Dr.  Nowell  is  associated  with  the  Department  of  Pathology  and  Laboratory 
Medicine,  of  the  University  of  Pennsylvania  School  of  Medicine  in  Philadelphia. 
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Molecular  studies  in  this  area  focused  first  on 
specific  reciprocal  chromosome  translocations  in 
human  myeloid  and  lymphoid  neoplasms. 
Recently,  such  investigations  have  extended  to 
non-hematopoietic  tumors,  in  particular  examin- 
ing karyotypic  changes  that  involve  the  gain  or 
loss  of  genetic  material.  This  brief  review  will 
consider  some  of  the  findings  that  have  begun  to 
implicate  a number  of  specific  growth  regulatory 
genes  (both  known  and  previously  unknown)  in 
human  tumorigenesis. 

CHROMOSOME  TRANSLOCATIONS  AND  ONCOGENES 

Molecular  studies  of  specific  reciprocal 
chromosome  translocations  in  hematopoietic 
tumors,  particularly  lymphomas  and  chronic 
myelogenous  leukemia,  have  provided  most  of  the 
evidence  concerning  translocation  as  a 
mechanism  for  “activating”  oncogenes  and  con- 
tributing to  tumor  development.  The  initial  work 
with  B cell  neoplasms  was  done  on  the  Burkitt 
lymphoma.  It  was  shown  that  the  chromosome 
translocations  that  are  found  in  nearly  all  of 
these  tumors,  involving  chromosome  #8  and 
either  chromosome  #14,  #2,  or  #22,  result  in  the 
c-myc  proto-oncogene,  normally  located  on 
chromosome  #8,  being  brought  into  juxtaposi- 
tion with  immunoglobulin  gene  sequences  on  one 
of  the  other  three  chromosomes.  Because,  in  its 
new  location,  the  c-myc  gene  comes  under  the 
influence  of  enhancers  associated  with  the 
transcriptionally  active  immunoglobulin  gene, 
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the  proto-oncogene  becomes  inappropriately 
expressed  and  functions  as  an  “oncogene.”  Other 
factors,  such  as  chronic  infection  with  the 
Epstein-Barr  virus  and  with  malaria,  can  also  be 
important  in  the  pathogenesis  of  Burkitt’s 
lymphoma,  but  the  findings  concerning  the  c-myc 
gene  provide  strong  evidence  for  a tumorigenic 
effect  of  the  chromosome  translocations. 

This  combined  cytogenetic  and  molecular 
genetic  approach  has  been  extended  to  other  B 
cell  and  T cell  neoplasms  that  are  more  common 
in  this  country  than  the  Burkitt  tumor.  A 
number  of  these  have  characteristic  nonrandom 
chromosome  translocations  that  also  involve  the 
immunoglobulin  genes,  in  B cell  tumors,  or  genes 
that  code  for  subunits  of  the  T cell  receptor,  in  T 
cell  tumors.  Molecular  studies  have  indicated 
that  in  these  translocations  either  the  myc  gene 
or  previously  unknown  growth  regulatory  genes 
become  juxtaposed  with  the  immunoglobulin  or 
T cell  receptor  gene  loci  in  a manner  analogous 
to  that  just  described  for  the  Burkitt  tumor.  On- 
ly one  of  the  putative  new  oncogenes  involved  in 
these  translocations,  the  so-called  bcl-2  gene,  has 
been  cloned  thus  far,  but  attempts  to  isolate  five 


or  six  other  such  genes  are  currently  under  way 
in  a number  of  laboratories.  The  bcl-2  gene,  nor- 
mally located  on  chromosome  #18,  becomes 
associated  with  the  immunoglobulin  gene 
located  on  chromosome  #14,  in  a t(14;18) 
translocation  that  is  observed  in  many  low-grade 
follicular  lymphomas,  and  also,  with  other 
chromosome  changes,  in  more  aggressive  B cell 
tumors.  Functional  studies  of  the  bcl-2  gene,  and 
the  myc  gene,  in  non-neoplastic  B cells  and  T cells 
indicate  that  both  normally  have  an  important 
growth  regulatory  role,  which  is  altered  by 
chromosome  translocation  and  thus  contributes 
to  tumor  development.  Interestingly,  clinical  ap- 
plications have  already  been  found  for  the  new 
oncogene,  in  that  a probe  for  the  translocated 
bcl-2  gene  is  being  used  to  look  for  residual 
tumor  cells  in  patients  who  have  apparently  been 
treated  successfully  for  lymphomas  carrying  the 
t(14;18)  translocation. 

With  respect  to  translocations  and  related  on- 
cogenes in  other  leukemias,  the  most  extensive- 
ly studied  is  chronic  myelogenous  leukemia.  This 
disorder  is  marked  by  a characteristic  t(9;22) 
translocation  that  produces  the  Philadelphia 


Practice  Made  Perfect. 


We  can  help.  If  you're  ready  to  start  your  own  practice,  or 
expand  the  one  you  have,  talk  to  us.  We'll  take  good  care  of 
you  with  our  friendly  financial  expertise  and  wide  range  of 
services.  We've  had  1 28  years  of  practice  ourselves  — let  us 
help  you  with  yours. 


PARTISANS' 

W.  SAVINGS  BANK  "S" 

I I THE  BANK  YOU  CAN  TALK  TO! 

9th  & Tatnall  Sts.  • Concord  Mall  • Dover  • Midway  • Polly  Drummond  & Graylyn  Shopping  Centers 


WILMINGTON  658-6881 
KENT  COUNTY  674-3920 


1228 


Del  Med  Jrl,  September  1990-Vol.  62,  No.  9 


Chromosomes  - Nowell 


chromosome  in  nearly  every  typical  case.  In  this 
rearrangement,  the  c-abl  proto-oncogene  is  moved 
from  its  normal  site  on  chromosome  #9  to  a 
restricted  region  on  chromosome  #22,  called  the 
breakpoint  cluster  region  (bcr)  where  a “hybrid” 
gene  ( bcr-abt)  is  formed.  This  codes  for  an  abnor- 
mal tyrosine  kinase  product  and  apparently  con- 
tributes to  expansion  of  the  neoplastic  clone.  It 
has  also  been  shown  in  acute  leukemias  with  a 
Philadelphia  chromosome  that  the  breakpoint  on 
chromosome  #22  is  slightly  different,  resulting 
in  a bcr-abl  product  with  different  properties  and 
a more  aggressive  neoplasm.  Exactly  how  the  ab- 
normal gene  products  relate  to  the  leukemic 
phenotypes  remains  unexplained,  but  these 
studies  are  continuing,  and  clinical  applications 
are  already  being  explored. 

Specific  chromosome  translocations  have  also 
been  associated  with  other  subgroups  of  human 
leukemia,  as  well  as  with  various  carcinomas  and 
sarcomas,  but  as  yet  no  consistent  involvement 
of  known  oncogenes  or  growth  regulatory  genes 
has  been  demonstrated.  Emphasis  in  many  of  the 
non-hematopoietic  tumors  has  recently  shifted 
from  translocations  to  chromosome  abnor- 
malities that  indicate  gain  or  loss  of  genetic 
material;  the  next  section  will  discuss  this  ap- 
proach to  the  identification  of  genes  important  in 
human  neoplasia. 

CHROMOSOME  ABNORMALITIES  AND  GENE  DOSAGE 

Chromosomal  aberrations  that  reflect  a major 
change  in  gene  dosage,  and  that  have  been 
recognized  primarily  in  solid  tumors,  are  the  so- 
called  gene  amplification  units.  These  appear  in 
neoplastic  metaphases  as  homogeneous  stain- 
ing regions  on  chromosomes,  or  in  the 
nucleoplasm  as  multiple  small  paired  bodies 
known  as  double  minutes.  These  do  not  have  the 
same  consistent  localization  in  the  genome  as  do 
other  cytogenetic  rearrangements  that  con- 
tribute to  carcinogenesis,  but  in  some  cases  they 
have  been  shown  to  involve  human  proto- 
oncogenes. In  certain  neuroblastomas,  especial- 
ly those  prone  to  metastasize,  amplification  of 
c-myc  has  frequently  been  demonstrated,  as  well 
as  of  a homologous  gene,  N-mYc,  located  on 
chromosome  #2.  Similar  amplification  data  have 
been  reported  for  other  human  solid  tumors  such 
as  carcinomas  of  the  lung  and  breast,  and  occa- 
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sionally  in  leukemic  cells  as  well. 

These  gene  amplification  units  usually  contain 
more  than  twenty  copies  of  the  relevant  gene, 
resulting  in  greatly  increased  production  of  the 
gene  product  and  apparent  contribution  to  more 
aggressive  growth  of  the  tumor.  There  are  also 
circumstances  in  which  the  gain  of  a single  gene 
copy  appears  to  be  important,  and  this  is  often 
recognized  cytogenetically  as  acquisition  of  all  or 
part  of  a single  extra  chromosome.  For  example, 
in  malignant  melanoma  an  extra  copy  of 
chromosome  #7  has  been  found  to  be  consistent- 
ly associated  with  expression  on  the  tumor  cells 
of  the  receptor  for  epidermal  growth  factor. 
Because  the  human  proto-oncogene  c-ErbB 
(which  codes  for  a portion  of  this  receptor)  is 
located  on  the  short  arm  of  chromosome  #7,  and 
because  no  alteration  in  its  structure  was 
demonstrated  in  these  cases,  the  results  suggest 
that  a single  extra  copy  of  the  normal  gene  may 
be  enough  to  produce  significantly  altered  func- 
tion and  a further  selective  growth  advantage  for 
already  malignant  melanoma  cells.  It  is  not  yet 
clear  how  frequently  such  single  chromosomal 
additions  in  other  tumors  carry  a normal  versus 
an  altered  growth  regulatory  gene. 

In  addition  to  these  approaches  to  increased 
gene  dosage,  chromosome  studies  have  also 
helped  to  indicate  the  importance  of  gene  dele- 
tion and  loss  of  so-called  suppressor  genes  or  anti- 
oncogenes in  the  pathogenesis  of  human  tumors. 
Recognition  of  inherited  deletions  of  portions  of 
chromosomes  #13  and  #11,  respectively,  in 
familial  cases  of  retinoblastoma  and  of  Wilms’ 
tumor  led  to  the  suggestion  that  loss  from  these 
chromosomes  of  a gene  that  normally  inhibits 
growth  could  be  an  initiating  event  in  these 
neoplasms.  Subsequent  studies  have  indicated 
that  such  a loss  of  growth-inhibiting  function 
may  result  from  chromosomal  deletion,  point 
mutation,  or  other  mechanisms,  and  these 
genetic  changes  may  occur  either  as  inherited  or 
acquired  phenomena. 

The  search  for  tumor  suppressor  genes  is  now 
being  extended  to  many  common  adult 
malignancies  where  nonrandom  chromosomal 
deletions  and/or  molecular  studies  have  sug- 
gested that  such  genes  may  be  important.  Addi- 
tional tumors  already  identified  include  car- 
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cinomas  of  the  lung,  kidney,  colon,  liver,  bladder, 
and  breast,  as  well  as  meningioma,  melanoma, 
and  multiple  endocrine  neoplasia,  with  many  dif- 
ferent chromosomes  involved.  A number  of  in- 
vestigators are  using  restriction  fragment  length 
polymorphism  (RFLP)  probes  to  examine  DNA 
from  these  neoplasms,  searching  for  evidence  of 
homozygous  loss  of  genetic  material  at  sites  sug- 
gested by  chromosomal  deletions.  Tb  date,  the  on- 
ly suppressor  genes  identified  are  those 
associated  with  retinoblastoma  and  Wilms’ 
tumor,  plus  the  pS3  gene,  which  is  apparently  in- 
volved in  a variety  of  common  malignancies. 
There  remain  many  difficulties  in  attempting  to 
isolate  such  genes,  but  the  clues  being  provided 
by  cytogenetic  studies  suggest  that  this  class  of 
growth  regulatory  genes  may  be  at  least  as  im- 
portant in  human  carcinogenesis  as  the 
stimulatory  oncogenes. 

CONCLUSION 

This  limited  review  has  attempted  to  indicate 
how  chromosomal  findings  can  provide  in- 
vestigators interested  in  mechanisms  of  car- 
cinogenesis with  additional  approaches  to  the 
identification  of  specific  genes  and  gene  products 
involved  in  the  process,  and  to  factors  that  con- 
tribute to  critical  alterations  in  these  genes.  It 
must  be  emphasized  that  for  the  full  development 
of  most  common  cancers,  multiple  genetic  steps 
appear  to  be  involved,  with  alterations  in  genes 
that  both  stimulate  and  inhibit  growth,  as  well 
as  changes  in  the  growth  regulatory  mechanisms 
of  the  host.  We  continue  to  have  large  gaps  in  our 
knowledge  of  these  phenomena,  and  although  we 
have  identified  a few  of  the  genes  involved,  many 
more  remain  to  be  isolated  and  characterized. 
Ultimately,  from  the  combined  approaches  of 
many  disciplines,  including  tumor  cytogenetics, 
greater  understanding  will  emerge  and  addi- 
tional clinical  applications  will  surely  follow. 
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BREAST  CANCER  MORTALITY  IN  DELAWARE 
1986  PRELIMINARY  ANALYSIS 


Robert  W.  Frelick,  M.D. 
Allen  Topham 


INTRODUCTION 

There  has  been  much  discussion  about  why 
Delaware  has  the  highest  reported  mortality  rate 
for  breast  cancer  in  the  United  States.  This  has 
been  ascribed  to  more  complete  reporting  and/or 
to  the  normal  variation  in  numbers  in  a small 
state.  However,  this  preliminary  analysis  of  1986 
data  suggests  that  too  many  patients,  especially 
the  poor,  the  black  and  some  of  the  aged,  delay 
seeking  diagnosis  for  their  cancers.  In  addition, 
some  women  may  not  have  had  the  best  treat- 
ment. 

In  a review  of  breast  cancer  deaths  in  1986  in 
the  United  States1  by  the  Center  for  Disease 
Control  (CDC)  published  in  August  1989,  breast 
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cancer  accounted  for  32%  of  diagnosed  cancers 
and  20%  of  cancer  deaths.  In  1986,  the  American 
Cancer  Society2  reported  that  the  lowest  age- 
adjusted  mortality  rates  were  in  Hawaii  with 
23/100,000  women,  and  the  highest  in  Delaware 
with  40.6/100,000.  The  average  for  the  United 
States  was  32.8/100,000.  By  adding  co-morbid 
deaths,  the  death  rate  in  the  U.S.  was 
39.1/100,000,  or  48,148  deaths  among  139,816 
cases  of  breast  cancer  at  an  incidence  rate  of 
113/100,000,  with  227,702  years  of  potential  life 
lost  before  age  65. 1 

The  ten  states  in  the  upper  quartile  for  mortali- 
ty included  many  of  Delaware’s  closest  neighbors. 
Delaware  recorded  more  deaths  from  breast 
cancer  in  1986  than  in  any  of  the  preceding  five 
years  or  in  the  subsequent  two.  The  breast  cancer 
mortality  figures  for  the  years  1982-863  show  an 
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adjusted  rate  of  13.0/100,000  as  compared  to  the 
U.S.  rate  of  11.6/100,000  (this  includes  both 
sexes).  For  white  females  it  was  25/100,000  for 
Delaware  vs.  the  national  average  of  23/100,000 
and  for  non  white  females  33/100,000  for 
Delaware  vs  22/100,000  nationally.  [These  rates 
from  the  Delaware  Health  Statistics  office  were 
age-adjusted  to  the  1940  U.S.  population  as  com- 
pared to  the  CDC  data  which  was  adjusted  to  the 
1986  estimated  U.S.  population  (Table  1)]. 


The  incidence  of  breast  cancer  in  Delaware 
parallels  the  rates  by  age  found  in  Surveillance, 
Epidemiology  and  End  Results  (SEER)4,  which 
serves  as  a national  average.  By  stage,  Delaware’s 


Comparative  Age-Adjusted  Mortality 
Tables  for  Breast  Cancer 


Table  1 


Age-Adjusted 
Mortality  for 
women  based 
on  1986 
pop.  by  CDC 


U.S. 

32.8 

DE 

40.6 

Top  12 

40.6-35.2 

States 

Hawaii 

23. 

Age-Adjusted 
Mortality  1982-86 
based  on  1940 
pop.  by  National 
Center  for  Health 
Statistics  & DE 
Health  Statistics 
Center 


Whites 

23 

Blacks 

22 

Whites 

25 

Blacks 

33 

figures5  from  1980-1985  showed  that  for  white 
women  only  44.4%  were  localized  vs.  49%  in 
SEER  and  for  black  women  32%  were  localized 
vs.  SEER’s  41%. 

The  medical  records  of  all  women  recorded  in 
the  State  Tumor  Registry  who  died  of  breast 
cancer  in  1986  were  reviewed  to  determine  how 
many  deaths  might  be  avoidable.  The  Delaware 


State  Tumor  Registry  arranged  to  have  all  of  the 
records  of  the  breast  cancer  patients  who  died  in 
1986  reabstracted  and  their  death  certificates 
reviewed.  Twenty-two  new  data  elements  were 
added  to  the  50  items  usually  abstracted,  and 
such  items  as  the  staging  were  brought  up  to 
date.  This  report  is  a preliminary  analysis  of 
those  findings  plus  other  pertinent  data  on  the 
status  of  breast  cancer  in  Delaware.  It  will  take 
several  more  months  to  complete  the  analysis 
and  check  on  the  missing  records.  It  is  hoped  that 
this  preliminary  report  will  stimulate  interven- 
tions to  improve  the  defects  noted  in  this  study. 

Two  hundred  and  two  women  registered  in  the 
State  Registry  with  a history  of  breast  cancer 
died  in  1986.  Of  those,  135  died  because  of  their 
breast  cancer  and  67  from  other  causes.  The  CDC 
only  reported  131  breast  cancer  deaths.  Of  those 
who  died  of  other  causes,  7 (10.4%)  died  from 
other  cancers,  23  (34.3%)  from  heart  disease,  4 
(6%)  from  diabetes,  2 (3%)  from  renal  failure,  2 j 
(3%)  from  septicemia,  13  (19.4%)  from  other  j 
causes,  with  12  (17.9%)  unknown.  We  suspect 
that  most  of  the  unknown  had  changed  residence 
to  another  state.  So  far  no  death  certificates  have 
been  found  for  those  12  individuals,  although  we 
are  aware  that  at  least  one  died  in  Delaware. 

Prior  data  from  a study  done  by  Dr.  L. 
Whitney6  on  long  term  follow  up  of  800  Delaware 
women  with  breast  cancer  showed  that  about 
40%  died  of  other  diseases  vs.  33%  in  this  group. 
At  least  six  of  the  67  who  died  of  other  diseases  still 
had  evidence  of  breast  cancer.  Of  the  135  who 
died  of  breast  cancer,  110  (81.5%)  had  a single 
breast  malignancy  and  25  (18.5%)  had  multiple 
malignancies,  12  of  which  were  a second  breast 
cancer  and  13  of  which  were  cancers  in  other  i 
sites.  These  included  colon  (4),  lung  (2),  cervix  (2),  | 
uterus  (2),  lymphoma  (1),  gallbladder  (1), 
melanoma  (la),  and  bladder  (1).  One  patient  had  1 
three  primaries:  breast,  cervix  and  bladder. 

Of  the  135  deaths,  21  (15.6%)  women  were 
black,  which  compares  unfavorably  to  the  propor- 
tion of  blacks  in  the  incidence  figures  of  breast  1 
cancer  in  Delaware’s  Cancer  Report  (11. 5%).6  A 1 
study  of  the  relationship  of  socioeconomic  status 
(SES)  to  breast  cancer  showed  that  24  of  those 
who  died  of  breast  cancer  (17.8%)  were  in  the 
highest  group,  58  (43%)  were  in  the  middle,  25 
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(18.5%)  were  in  the  lowest  group  and  28  (20.7%) 
were  unknown.  The  17.8%  of  deaths  in  the 
highest  group  should  be  compared  to  the  29%  of 
incident  cases  which  occur  each  year  in  the 
highest  SES  group.  Women  who  were  better  off 
had  a higher  incidence  of  breast  cancer  yet  the 
poorer  women  with  fewer  breast  cancers  had  a 
higher  death  rate7  (Table  2).  A higher  proportion 
of  black  women  have  later  staged  breast  cancer 
as  compared  to  white  women,  with  a dispropor- 
tionate number  of  black  women  in  the  lowest 
socioeconomic  groups  with  more  advanced  stages 
of  disease.  Survival,  as  measured  over  a five  year 
period  from  1980-1985,  was  82.2%  in  the  higher 
SES  group  vs.  73.3%  in  the  lower  groups.  When 
this  is  adjusted  by  race,  the  figures  show  greater 
disparity  between  whites  and  blacks  (Table  3). 


Table  2 

1986  Breast  Cancer  Deaths  in  Delaware 
Racial  Distribution 

N % 

Whites  114  84.4 

Blacks  21  15.6* 

* Blacks  make  up  11.5%  of  incident  cases 
normally,  but  15.6%  of  deaths  in  1986. 

Socioeconomic  Distribution 


N 

% 

Higher 

24 

17.8* 

Middle 

58 

43.0 

Lower 

25 

18.5 

Unknown 

28 

20.7 

* Higher  SES  make  up  28.8%  of  incident  cases 
usually,  yet  only  17.8%  of  deaths  in  1986. 


The  deaths  in  1986  were  also  reviewed  to  deter- 
mine if  there  were  delays  between  the  first  symp- 
toms and  the  initial  biopsy.  The  delay  was  under 
two  months  in  43%  of  the  white  women  vs.  33.3% 
of  the  black  women,  with  a delay  of  more  than  two 
months  in  34.2%  of  whites  and  42.9%  of  blacks. 
The  information  was  not  on  the  record  in  22.13% 
of  white  women  vs.  23.8%  of  black  women. 
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Table  3 


5 Year  Survival  Percent 
All  Stages 


High 

Low 

SES 

SES 

White 

84.0 

79.8 

Black 

N/A* 

58.0 

* Too  few  cases  for  analysis 


Table  4 

Breast  Cancer  Deaths 


MEAN  SURVIVAL  (MONTHS) 
BY  AGE  GROUP  AND  RACE 


Whites 

Blacks 

Age  < 49 

95 

34 

Age  50  + 

52 

53 

All  Ages 

61 

48 

Mean  survival  in  months  by  age  and  race  for 

white  women 

under  49  years 

of  age  was  95 

months  and  for  black  women  34  months.  White 
women  over  the  age  of  50  lived  an  average  of  52 
months  and  black  women  53  months.  For  all  ages, 
white  women  averaged  61  months  and  black 
women  48  months.  The  younger  blacks  did 
significantly  poorer  (Table  4).  In  another  study 
published  from  registry  data  several  years  ago,8 
a greater  proportion  of  those  over  70  had  distant 
disease  versus  those  under  50, 13%  vs.  6%  with 
a higher  mortality  rate  for  older  women.  The 
stage  at  diagnosis  was  shifted  toward  later 
diagnosis  (Table  5). 

When  mortality  in  whites  was  compared  to 
black  mortality,  a greater  proportion  of  black 
women  had  been  originally  diagnosed  with  ear- 
ly disease  (localized  and  regional)  (Table  6).  This 
suggests  either  poorer  initial  and/or  adjuvant 
therapy  in  the  management  of  the  black  women 
or  that  the  classification  of  regional,  which  does 
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Table  5 

Stage  Distribution  of  1986  Mortality  Cases 
Compared  to  State  Distribution  of  Newly 
Diagnosed  Cases  1980-1985 


1986  Mortality 
Cohort 

1980-85 

Local 

21% 

43% 

Regional 

47% 

44% 

Distant 

17% 

8% 

Unknown 

15% 

4% 

Table  6 

Stage  at  Diagnosis 
of  1986  Mortality  Cases 


Whites 

Blacks 

Local 

21% 

19% 

Regional 

45% 

62% 

Distant 

18% 

10% 

Unknown 

16% 

10% 

not  distinguish  the  number  of  nodes,  is  vague. 
Many  of  the  black  women  appeared  to  have 
significantly  more  positive  nodes. 

Assessing  the  adequacy  of  adjuvant  therapy  is 
difficult  and  also  limited  because  of  the  small 
numbers.  Seven  of  eight  whites  under  50  with 
positive  nodes  had  documented  adjuvant 
chemotherapy  while  only  two  of  four  black 
women  under  50  with  positive  nodes  had 
documented  chemotherapy.  This  data  will  be 
assessed  more  thoroughly  later. 

The  Delaware  women  who  died  of  breast  cancer 
in  1986  had  their  cancers  diagnosed  and  treated 
from  one  to  20  years  before  their  deaths.  Therefore, 
the  usual  methods  of  comparing  groups  of  patients 
cannot  be  used  since  most  studies  are  based  on 
year  of  treatment,  not  death.  There  are  no  similar 
studies  available  to  us  or  SEER,  the  NCI  statisti- 
cians and  other  experts  in  breast 
cancer  including  Dr.  Fisher  of  NSABP,  and  the 
Connecticut  and  California  Tumor  Registries.9 


1234 


There  is  also  evidence  from  another  local 
study10  that  accepted  treatment  may  not  be  ap- 
propriately provided  by  all  physicians,  or  accepted 
by  all  their  patients.  For  example,  a higher  propor- 
tion of  women  under  50  (42.9%)  than  over  50 
(36.2%)  had  breast-conserving  surgery  in 
Delaware  in  1988,  and  of  those  almost  all  under 
50  had  post  operative  radiotherapy  vs.  only  75% 
over  50. 

DISCUSSION 

Although  the  data  is  not  yet  complete,  the  study 
suggests  that  black  women,  and  probably  poor 
white  women  and  older  women,  tend  to  be 
diagnosed  with  later  stage  of  disease,  with  longer 
delays,  fewer  mammograms,  and  less  adjuvant 
therapy.  In  addition,  the  data  indicates  that 
younger  black  women  tend  to  have  a higher  fatali- 
ty rate  than  young  white  women  irrespective  of 
stage. 

The  data  confirms  the  need  to  promote  early 
detection  and  treatment,  especially  among  the 
poor.  Therefore,  the  poor  and  minorities  at  risk 
who  are  already  being  reached  through  the  State 
Service  Centers,  the  clinics  at  the  Medical  Center 
of  Delaware,  hospital  emergency  rooms,  Senior 
Centers,  the  Nemour’s  clinic  and  through  their 
children  in  public  schools  need  to  be  encouraged 
to  take  advantage  of  preventive  measures  such  as 
Delaware’s  proposed  mobile  mammography  unit. 
Early  detection  will  not  only  benefit  them  but  will 
help  keep  health  care  costs  from  rising  so  rapidly 
through  less  expensive  management  of  early 
disease  versus  end  stage  therapy  for  women  who 
have  many  potential  years  of  life  left. 

Tb  change  Delaware’s  breast  cancer  mortality 
rates  from  the  highest  to  the  lowest  quartile  of 
states,  help  will  be  needed  from  physicians,  the 
Delaware  Division  of  the  American  Cancer  Socie- 
ty, and  the  Health  Insurance  Industry,  who  must 
be  willing  to  support  preventive  measures  such  as 
screening  mammography.  This  may  require 
legislative  prodding.  Above  all  the  public  needs  to 
be  educated  about  the  dangers  of  breast  cancer 
and  the  benefits  of  early  diagnosis  and  treatment, 
which  can  be  equated  with  cure  over  90%  of  the 
time  even  among  poor  and  black  women.  Women 
will  have  to  be  persuaded  to  practice  breast  self- 
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examination  starting  in  their  twenties,  and  to  ob- 
tain baseline  mammograms  at  35,  every  other 
year  to  50  and  yearly  thereafter  per  the  NCI  and 
ACS  guidelines.3  It  will  also  be  necessary  to  have 
quality  controlled  screening  mammography  wide- 
ly available  in  Delaware  at  a reasonable  cost.  Un- 
fortunately even  when  coverage  for  mam- 
mography is  available,  such  as  in  an  HMO,  only 
about  one-third  of  eligible  women  take  advantage 
of  the  opportunity.11  Patients  will  also  need  state 
of  the  art  management  for  their  breast  cancer.  It 
helps  to  have  patients  who  have  been  told  and 
understand  the  treatment  choices  and  recognize 
the  need  to  be  compliant  to  the  management 
course  chosen. 

CONCLUSIONS 

Delaware’s  high  mortality  from  breast  cancer 
can  be  related  in  part  to  poor,  minority,  and  older 
women  presenting  with  later  stages  of  breast 
cancer.  Some  presumably  had  inadequate  therapy. 
It  is  not  clear  how  much  of  that  was  due  to  lack 


of  understanding  and  compliance  with  proposed 
therapies.  A major  intervention,  including  a pro- 
posed mobile  mammography  unit,  should  result 
in  earlier  detection  of  breast  cancer.  Early  detec- 
tion and  prompt  treatment  promises  to  be  the 
most  effective  way  to  reduce  the  morbidity  and 
mortality  from  breast  cancer  in  Delaware. 
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Editorial 


Members  of  the  Medical  Society  of  Delaware  are  invited  to  submit  material. 
Preferred  length  is  approximately  250-500  words.  For  further  information 
contact  the  Journal  office,  658-3957. 


CAUSES  AND  EFFECTS 

Recently  while  I was  chatting  with  a group  of 
physicians,  one  remarked  that  years  ago  it  was 
taught,  and  believed,  that  exposure  to  a cold  wind 
(as  in  riding  in  a car  with  the  windows  open)  was 
the  cause  of  Bell’s  palsy.  Now,  in  retrospect,  we 
know  that  probably  a high  percentage  of  Bell’s 
I palsy  is  due  to  Lyme  disease.  I waited  for  the 
laughter,  thinking  this  must  be  a joke  - a sly  leg- 
I pulling  reference  to  the  current  fad  in  medicine. 

There  was  no  laughter.  The  group  seemed  agreed. 

I Bell’s  palsy  is  due  to  Lyme  disease.  I felt  like  I 
i must  have  missed  an  important  article  in  the 
New  England  Journal,  or  some  major  conference 
that  everyone  else  attended.  How  quietly  and 
quickly  medicine  progresses  and  leaves  us 
behind!  Bit  by  bit,  piece  by  piece,  we  become  old 
fashioned  doctors.  Yesterday’s  Chief  Resident, 
who  was  the  sharpest  thing  ever  to  come  down 
the  pike  when  he  finished  training,  is  tomorrow’s 
outmoded  drone.  And  it  can  happen  so  fast.  Five 
years  is  enough,  and  then  we  start  to  adhere  to 
the  old  slogan,  “It  is  better  to  keep  your  mouth 
shut  and  let  everyone  think  you  a fool,  than  to 
open  it  and  remove  all  doubt.” 

The  more  I thought  of  Bell’s  palsy,  though,  the 
more  indignant  I became.  Are  they  implying  that 
William  Osier  was  a fool  (See  page  798  of  first  edi- 
tion of  Principle  and  Practice  of  Medicine)?  Are 
they  saying  that  all  the  careful  observations  of 
dozens  of  outstanding  old  clinicians  was  for 
naught?  They  were  gulled  by  chance?  I don’t 
think  so.  In  a disease  of  protean  manifestations, 
such  as  Lyme  disease,  why  does  it  show  up  as  ar- 
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thritis  in  one  person  and  a neurologic  manifesta- 
tion in  another?  Even  more  specifically,  inflam- 
mation of  one  or  a particular  group  of  joints,  or 
even  one  nerve.  The  onset  of  VII  nerve  palsy 
following  exposure  to  cold  is  just  too  frequent  and 
regular  an  accompaniment  to  be  totally 
unrelated.  The  fault  lies  in  our  understanding  of 
nerves  or  joints,  or  physiology  or  immunity  and 
our  inability  to  measure  small  differences  in 
functions. 

If  I may  extrapolate  a little:  why  does  one 
neurotic  patient  complain  of  headache,  while 
another  has  pyrosis  or  diarrhea  or  menstrual 
cramps  or  difficulty  in  breathing?  There  must  be 
something  going  on  in  those  areas  that  attracts 
the  patients’  attention  and  makes  them  focus 
their  entire  emotional  output  on  that  symptom. 
We  examine  the  patient  and  run  a battery  of  tests 
and  studies.  Finding  nothing,  we  tell  the  patient, 
“It’s  all  in  your  head.”  But  it’s  not.  It  merely  is 
a reflection  of  the  imprecision  of  our  tests  and  our 
own  lack  of  knowledge.  A diagnosis  of 
psychoneurosis  is  not  made  by  ruling  everything 
else  out.  It  has  its  own  criteria  and  must  stand 
on  its  own  feet  just  as  much  as  a diagnosis  of  ap- 
pendicitis or  pneumonia;  and  it  frequently  coex- 
ists with  organic  disease.  The  patient  is  going  to 
ultimately  die  of  something,  and  you’re  going  to 
miss  it  if  you  have  that  patient  categorized  as 
“just  a neurotic.”  Even  neurotics  die.  And  they 
also  sue. 

E.  Wayne  Martz,  M.D. 
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INVITATION  TO  EXHIBIT  POSTER 
HOUSE  OF  DELEGATES 
201st  ANNUAL  MEETING 
MEDICAL  SOCIETY  OF  DELAWARE 

Applications  for  SCIENTIFIC  POSTER  EXHIBITS  for  the  House  of 
Delegates  Annual  Meeting  of  the  Medical  Society  of  Delaware  are 
invited  by  the  Scientific  Exhibits  Committee. 

The  poster  exhibit  portion  of  the  Annual  Meeting  of  the  House  of 
Delegates  to  be  held  at  the  Delaware  Academy  of  Medicine  Building  in 
Wilmington,  November  16,  1990,  will  provide  an  opportunity  to 
demonstrate  scientific  achievement.  Physicians  are  invited  to  apply  now 
for  space.  There  is  no  charge  for  exhibits.  Four  by  eight  foot  panels 
suitable  for  hanging  posters  will  be  provided. 

Mail  applications  to  Robert  C.  Knowles,  M.D.,  Chairman,  Scientific 
Exhibits,  Medical  Society  of  Delaware,  1925  Lovering  Avenue, 
Wilmington,  DE  19806. 

SCIENTIFIC  EXHIBITS 
APPLICATION  FOR  SPACE 

Annual  Meeting,  House  of  Delegates,  Medical  Society  of  Delaware 
Delaware  Academy  of  Medicine,  Wilmington,  Delaware 
November  16,  1990 

1.  Title  of  Exhibit: 


2.  Name(s)  of  Exhibitors): Degree: 

3.  Description  of  Exhibit:  (Attach  a brief  description  telling  the  purpose  of  the  ex- 
hibit, what  the  exhibit  shows,  and  the  conclusions  reached.) 

Name 

Address 
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ADVERTISING  AND  HEALTH  CARE  DOLLARS 

Over  the  last  ten  years  there  has  been  a 
tremendous  increase  in  competition  among  third 
party  payers,  hospitals  and  the  health  care 
industry  in  general.  Despite  this  competitive 
environment,  health  care  total  expenditures  con- 
tinue to  escalate  at  an  alarming  rate. 

The  new  effort  by  administrators  of  health  care 
to  compete  for  patients  has  been  a blessing  to  the 
advertising  industry.  A significant  percentage  of 
scarce  health  care  financial  resources  are  being 
diverted  to  promoting  the  name  of  the  insurance 
plan  or  the  institution,  and  away  from  providing 
additional  patient  care  services. 

Our  community  would  benefit  greatly  if  these 
dollars  were  applied  to  expanding  the  hospital 
emergency  rooms  and  operating  rooms  as  well  as 
the  quality  nursing  staff  that  they  require  to 
operate.  Our  health  care  institutions  would  then 
be  able  to  continue  the  exceptional  care  described 
in  the  radio  ads  that  fill  our  airwaves  and  the 
billboards  that  we  see  lining  our  roadways. 
Delaware  is  a small  state  with  several  health  care 
i institutions  well  known  to  its  citizens.  It  is  time 
’ we  turned  our  attention  to  providing  good,  timely, 
i quality  care  at  reasonable  costs  to  society,  rather 
I than  volume  care  that  already  overextends  our 
f facilities  and  health  care  personnel  every  work- 
i ing  day.  If  we  do  not  voluntarily  become  more 
responsible  in  determining  how  our  health  care 
dollars  are  spent,  it  will  be  only  a matter  of  time 
before  it  will  be  mandated  by  our  government. 

Leo  W.  Raisis,  M.D. 


UPDATE  ON  ANTI-RETROVIRAL  THERAPY 

The  human  immunodeficiency  virus  (HIV)  is  a 
cytopathic  lentivirus  that  is  the  etiologic  agent 
of  AIDS.  A number  of  steps  are  involved  in  HIV’s 
replicative  cycle  and  many  of  these  steps  are 
potential  targets  for  anti-infective  therapy.  These 
steps  include  binding  of  HIV  to  cell-surface  recep- 
tors with  subsequent  penetration  and  uncoating 
in  the  cytoplasm,  reverse  transcription,  integra- 
tion of  proviral  DNA  in  the  nucleus,  transcrip- 
tion, translation,  cleavage  of  polyproteins, 
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glycosylation,  assembly  and  eventual  release 
from  the  cell. 

Reverse  Transcriptase  (RT)  Inhibitors 
Dideoxynucleoside  analogues,  which  have 
demonstrated  clinical  utility,  are  included  in  this 
class  of  agents.  Zidovudine  (AZT)  received  FDA 
approval  in  early  1987  based  on  a prospective, 
randomized,  placebo-controlled  clinical  trial 
which  demonstrated  a clear  survival  benefit  in 
treated  patients  with  AIDS  and  advanced  AIDS 
related  complex  (ARC)  with  CD4  + lymphocyte 
counts  less  than  200/mm3. 

Two  subsequent  placebo-controlled  studies  in 
asymptomatic  and  early  ARC  patients  were 
analyzed  in  late  1989  and  showed  a lower  rate  of 
progression  to  AIDS  in  zidovudine-treated  pa- 
tients who  had  baseline  CD4  + lymphocyte 
counts  200-500.  No  survival  benefit  could  be 
discerned  during  the  approximately  12  month 
period  of  this  study  and  clinical  benefit  in  terms 
of  disease  progression  could  not  be  demonstrated 
in  patients  with  baseline  CD4  + lymphocyte 
counts  500-800.  In  addition,  one  of  the  two  studies 
evaluated  two  dosing  regimens  of  zidovudine 
(500mg  vs.  l,500mg  daily).  The  lower  dose  of 
zidovudine  proved  as  active  as  the  higher  dose 
with  a much  lower  incidence  of  toxicity. 

Recently,  in  vitro  resistance  of  clinical  isolates 
of  HIV  to  zidovudine  has  been  demonstrated. 
This  may  account  for  some  instances  of  clinical 
failure  of  patients  on  long  term  zidovudine 
therapy.  The  implications  of  this  phenomenon  on 
the  trend  toward  earlier  intervention  with 
zidovudine  are  unclear  but  point  out  the  impor- 
tance of  development  of  novel  antiretrovirals  and 
combination  regimens  of  antivirals. 

The  major  dose-limiting  toxicities  of  zidovudine 
are  hematologic.  Two  newer  nucleoside 
analogues  currently  in  clinical  trials,  ddC  and 
ddl,  do  not  cause  hematologic  toxicity  and  early 
studies  have  demonstrated  clinical  activity. 
However,  both  drugs  have  caused  dose-related 
peripheral  neuropathy  and  ddl  has  resulted  in 
pancreatitis.  The  ultimate  role  of  these  two  drugs 
(as  well  as  other  agent,  d4T)  in  antiretroviral 
treatment  will  be  determined  by  additional 
clinical  trials  and  use  of  the  agents  in  clinical 
practice. 


1241 


Editorials 


Two  exciting  new  classes  of  compounds  known 
as  TIBO  derivatives  and  HEPT  derivatives  have 
demonstrated  potent  specific  activity  against 
HIV-1  in  vitro  and  will  be  entering  into  clinical 
trials  in  the  near  future. 

Virus  Binding  and  Entry 

A major  target  for  binding  of  HIV  envelope 
gpl20  to  human  cells  is  the  CD4  receptor. 
Various  recombinant  soluble  CD4  molecules 
have  been  developed  and  are  capable  of  blocking 
viral  gpl20  attachment  to  membrane-bound 
CD4.  A potent  antiviral  effect  of  the  soluble  CD4 
has  been  demonstrated  against  several 
laboratory  HIV  strains  (mainly  lym- 
phocytotropic).  However,  fresh  clinical  isolates  of 
HIV  (particularly  monocytotropic  strains)  tend  to 
be  more  resistant  to  neutralization  by  soluble 
CD4,  and  ricin-CD4  (chimera)  continue. 

A number  of  strongly  anionic  compounds  (in- 
cluding dextran  sulfate  and  heparin)  show  in 
vitro  activity  against  HIV  but  have  now  shown 
useful  activity  in  vivo.  Similarly,  lipid-active 
agents  such  as  AL-721  have  proven  inactive. 

Late  Events 

Interferons  clearly  show  antiviral  activity 
against  HIV  in  vitro  and  may  act  by  inhibiting 
release  of  formed  virus  particles  from  the  cell. 
Ibxicity  associated  with  interferons  is  con- 
siderable and  in  vivo  activity  against  HIV  has 
been  modest.  However,  conducting  combination 
studies  of  interferons  with  RT  inhibitors  is  ra- 
tional based  on  in  vitro  synergy  that  has  been 
demonstrated. 

An  interferon-inducing  agent,  Ampligen  (poly 
I,  poly  C12U),  has  been  shown  to  be  inactive  in 
clinical  trials.  Inhibitors  of  glycosylation  such  as 
castanospermine  and  N-butyl  deoxynojirimycin 
are  in  early  stages  of  evaluation. 

Molecular  Targets 

The  HIV  pol  gene  encodes  three  enzymes: 
reverse  transcriptase  (discussed  previously),  pro- 
tease (necessary  for  cleaving  the  gag-pol  polypro- 
tein) and  an  integrase.  The  HIV  protease 
presents  an  attractive  potential  target  for  an- 
tiviral therapy.  A number  of  pharmaceutical 
companies  have  active  protease-inhibitor 
research  programs,  and  it  is  likely  that  some  of 
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the  compounds  currently  under  study  in  the 
laboratory  will  be  evaluated  in  clinical  trials  in 
the  near  future. 

Two  major  positive  regulators  of  viral  expres- 
sion are  the  tat  and  rev  gene  products.  These 
regulatory  proteins  are  also  under  study  as 
potential  antiviral  targets. 

Molecular  approaches  to  HIV  inhibition  are 
now  also  becoming  feasible  with  the  development 
of  “anti-sense”  oligonucleotides  that  may  be  able 
to  act  at  the  level  of  transcription  or  translation 
to  inhibit  viral  replication. 

Miscellaneous 

Trichosanthin  (GLQ223)  has  recently  been 
shown  to  have  an  antiviral  effect  (possibly  by  in- 
ducing a cytoplasmic  protein  in  infected  cells)  as 
well  as  a lytic  effect  against  infected 
mononuclear  cells.  Early  clinical  trials  with  this 
agent  are  now  in  progress. 

Conclusions 

Nucleoside  analogue  reverse  transcriptase  in- 
hibitors such  as  zidovudine  have  demonstrated 
clinical  activity  in  HIV  infection  and  will  likely 
remain  the  mainstays  of  antiretroviral  therapy 
for  the  near  future.  Development  of  new  com- 
pounds to  take  advantage  of  non-overlapping  tox- 
icities  and  to  minimize  antiviral  resistance  will 
continue  as  an  important  area  of  research. 

I 

Viral  targets  (other  than  reverse  transcriptase) 
are  being  explored  actively  and  will  likely  result 
in  clinically  useful  antiviral  compounds  later  in  i| 
this  decade. 

9 

Combination  therapy  by  simultaneous  ad-  1 
ministration  of  lower  doses  of  two  or  more  drugs  j 
or  cyclical  therapy  will  be  used  increasingly  to 
minimize  toxicity  and  to  avoid  or  lessen  in  vivo 
development  of  antiviral  resistance.  Combination 
therapy  including  drugs  which  act  by  different 
mechanisms,  or  drugs  in  combination  with 
biologic  response  modifiers  are  theoretically  at- 
tractive for  treatment  of  HIV  infection  and  will  : 
continue  to  be  evaluated  in  clinical  trials. 


Dean  L.  Winslow,  M.D. 
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DEATHS 


WILLARD  F.  PRESTON,  M.D. 


Dr.  Willard  F.  Preston,  a Wilmington  obstetri- 
cian and  gynecologist  for  almost  50  years,  died  of 
i pneumonia  at  the  Wilmington  Hospital  on 
[ Thursday,  August  2,  1990.  He  was  91. 

Dr.  Preston,  who  was  born  in  Wilmington,  was 
> orphaned  at  the  age  of  14.  He  worked  his  way 
through  Salesianum  High  School  and  Mt.  St. 
Mary’s  College  from  which  he  received  a B.A. 
degree  in  1919.  He  received  his  M.D.  degree  from 
Georgetown  University  Medical  School  in  1923. 
Following  his  graduation  he  served  an  internship 
at  Providence  Hospital  in  Washington,  D.C.  for  a 
year.  For  the  next  few  years  he  was  an  assistant 
to  Dr.  Wertenbaker,  a prominent  obstetrician  and 
gynecologist  at  the  Delaware  Hospital  in  Wilm- 
: ington.  Deciding  that  this  specialty  was  his 
chosen  field,  Dr.  Preston  then  did  postgraduate 
work  at  the  New  York  University  and  following 
that  spent  a year  (1930)  at  the  St.  Louis  Mater- 
nity Hospital  in  St.  Louis,  Missouri.  He  returned 
to  Wilmington  a fully  trained  specialist  and 
established  himself  firmly  as  an  outstanding 
obstetrician  and  gynecologist.  He  became  a 
Diplomate  of  the  American  Board  of  Obstetri- 
cians and  Gynecologists  in  1938  and  was  a Fellow 
of  both  the  American  College  of  Surgeons  and  the 
International  College  of  Surgeons. 


During  his  long  career  Dr.  Preston  served  as 
Chief  of  OB/GYN  at  different  times  at  the  Wilm- 
ington General,  the  St.  Francis  and  the  Delaware 
Hospitals.  He  was  a consultant  at  the  Emily  P. 
Bissell  Hospital  and  was  a courtesy  staff  member 
at  the  Memorial  Hospital.  His  civic  activities  in- 
volved serving  as  one  of  the  original  incor- 
porators and  first  vice-president  of  Delaware  Blue 
Cross  Hospital  service,  past  president  of  the  New 
Castle  County  Medical  Society,  past  president  of 
the  Medical  Society  of  Delaware,  and  past  presi- 
dent of  the  Diocesan  Catholic  Alumni.  He  was  a 
member  of  the  National  Advisory  and  Develop- 
ment Board  of  Georgetown  University  Medical 
School  from  which  he  received  their  John  Carroll 
award  in  1957. 

Dr.  Preston  was  an  army  veteran  of  World  War 
I and  II.  During  World  War  II  he  served  as  a 
Lieutenant  Colonel  in  the  Medical  Corps  in  the 
European  Theater  of  Operations.  Other  activities 
included  having  served  as  past  board  member 
and  director  of  the  Delaware  Chamber  of 
Commerce,  a member  of  the  licensing  board  for 
nurses  for  a ten-year  period,  a member  of  the 
Catholic  Bishops  Advisory  Board  of  the  Wilm- 
ington Diocese,  and  of  the  American  Cancer 
Society. 
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Deaths 


For  at  least  a dozen  years  I knew  Willard 
Preston  as  a fellow  member  of  the  Delaware  State 
Board  of  Medical  Examiners.  This  was  a unique 
experience  because  it  brought  us  in  close  contact 
with  every  new  doctor  coming  to  practice  in 
Delaware,  and  I learned  to  appreciate  Dr. 
Preston’s  humanity,  his  breadth  of  understand- 
ing of  people  and  his  ability  to  size  up  the  various 
candidates  we  examined  by  both  written  and  oral 
examination.  The  fact  that  we  both  had  spent  a 
year  of  our  training  in  St.  Louis  broadened  our 
relationship. 

Dr.  Preston  was  a link  in  this  century  between 
the  specialist  trained  the  old  way,  apprenticed  in 
an  unstructured  program  until  deemed  ready  to 
go  on  his  own,  and  the  more  modern  specialist 
who  entered  and  completed  a formal  resident 
training  program  fitting  him  for  specialty 
designation.  Receiving  his  specialty  Boards  he 
helped  set  standards  for  quality  in  his  field  which 
have  been  perpetuated  ever  since. 

Dr.  Preston  was  a physician  whose  religious 
beliefs  strongly  affected  his  life  style  and  his 
manner  of  practice,  his  ethics  and  his  attitude 
toward  many  issues  confronting  physicians  in  our 
society.  He  remained  true  to  his  religious  convic- 
tions, and  his  stature  in  the  community  was 
thereby  enhanced.  He  received  many  awards  in 
recognition  of  his  devotion  to  his  Catholic  prin- 
ciples. These  remained  staunch  and  unwavering 
throughout  his  life  of  service  to  this  community 
with  the  same  intensity  that  he  maintained  in 
his  high  professional  standards,  in  his  work  and 
in  his  humanity  toward  his  patients  and  to  the 
many  people,  doctors,  nurses  and  others  with 
whom  he  worked.  His  long  years  of  practice 
enabled  him  to  deliver  and  care  for  several 
generations  within  the  same  family,  and  his 
death  at  the  age  of  91  will  be  mourned  by  untold 
numbers  who  loved  him  during  his  lifetime. 

He  is  survived  by  his  wife,  Catherine  Pearl 
Maloy  Preston;  a son,  Willard  F.  Jr.;  of  Wilm- 
ington; and  four  grandchildren. 

Mass  of  Christian  burial  was  held  on  August  6 
at  St.  Ann’s  Catholic  Church  and  burial  was  in 
St.  Joseph’s  on  the  Brandywine  Cemetery. 

Norman  L.  Cannon,  M.D. 


whenever  she  needs  it 
and  independence 
when  she  doesn’t 


Everyone  deserves  a lift,  a boost  and  a smile 
every  now  and  then.  As  a personal  care  commu- 
nity, SouthPark  Terrace  offers  the  best  alterna- 
tive to  nursing  home  care.  We're  a licensed, 
assisted  care  and  independent  residential  facil- 
ity. We  provide  the  kind  of  assistance  people 
need  to  stay  independent.  Renting  here  gives 
you  a choice  of  spacious,  comfortably  furnished 
suites  or  studio  apartments,  each  with  private 
bath.  There's  peace  of  mind  in  knowing  our 
licensed  nurses  are  at  your  sen/ice  24  hours  a 
day.  Should  someone  need  help  with  bathing, 
dressing  or  medications,  our  skilled  care  staff  is 
always  on  duty. 

At  SouthPark  Terrace,  caring  about  people 
always  comes  first.  It  makes  caring  for  people 
come  easy. 

Call  our  Executive  Director,  Vivian  Heinbaugh, 
N.H.A.,  at  (302)  655-2909  to  find  out  more 
about  a better  way  of  retirement  living. 

Ask  about  our  Adult  Day  Care  and  Vacation 
Planning  Programs. 


now, 
we’ve 
made  it 
even 
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affordable. 

i 


i 

! 


r w ff  t 


1 605  N.  Broom  Street  Operated  by  Health  Management  Services,  Inc. 
Wilmington,  DE  19806  with  more  than  20  years  of  expertise 
(302)  655-2909  in  managing  retirement  communities. 
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Making  the  Hard  Decision 


Physicians  for  the  most  part  are  very  well  trained 
and  experienced  in  making  Hard  Decisions.  It  is 
no  exaggeration  that  physicians  make  decisions 
daily  about  life  and  death.  Because  of  this,  physi- 
cians may  become  particularly  agitated  when 
others  do  not  make,  or  are  unwilling  to  make, 
Hard  Decisions  because  it  might  make  the  deci- 
sion maker  unpopular  or  perhaps  jeopardize  the 
individual’s  chances  for  re-election. 

The  Medical  Society  Board  of  Trustees  is  com- 
i prised  of  physicians  who  are  not  concerned  with 
re-election;  instead,  they  have  consistently  shown 
a penchant  for  being  capable  of  making  Hard 
Decisions.  Such  a decision  is  at  hand. 

Over  the  last  several  years  the  operating  in- 
come of  the  Society  has  become  more  and  more 
dependent  on  the  dividends  from  its  insurance 
subsidiary,  Medical  Society  of  Delaware  In- 
surance Services,  Inc.  (MSDIS).  The  Medical 
Society  has  been  blessed  with  the  dividend  in- 
come from  MSDIS.  It  has  actually  provided  about 
40%  of  our  budget  in  past  years.  This  year  the  in- 
come from  MSDIS  will  be  less.  The  reasons  for 
this  are  obvious  to  us  all.  The  cost  of  medical 
malpractice  insurance  has  been  decreasing,  a 
positive  and  welcome  development  for  all  of  us. 
Also,  the  welcomed  addition  of  other  malpractice 
insurers  to  our  community  has  contributed  to  the 
lessening  of  dividends  from  MSDIS.  Even  so, 
MSDIS  dividends  will  provide  25%  of  the  revenue 
for  operation  of  your  Society  this  year. 

Fortunately,  consistent,  prudent  financial 
management  will  permit  us  this  year,  if 
necessary,  to  meet  our  budgetary  obligations  by 
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utilization  of  the  Society’s  reserves  set  aside  for 
just  this  purpose.  The  Budget  Committee  and  the 
Trustees  will  be  making  revenue  adjustments  as 
well  as  reviewing  all  expenses  of  the  Society.  The 
Hard  Decision  - a dues  increase  will  undoubted- 
ly be  necessary  in  both  1991  and  1992.  Having 
said  that,  please  keep  in  mind  that  Delaware 
ranks  43rd  out  of  51  state  societies  (including  the 
District  of  Columbia)  in  annual  state  society  dues. 

Other  actions  which  are  being  considered  in- 
clude not  depending  upon  MSDIS  dividends  at  all 
for  operating  income,  but  rather  placing  all  such 
dividends  directly  into  the  building  fund.  The 
current  dues  being  allocated  to  the  building  fund 
will  be  used  for  the  operation  of  the  Society.  In  ad- 
dition, revenues  will  be  derived  from  developing 
a fee  structure  for  mailing  lists  and  rosters.  Plans 
are  also  underway  to  improve  revenues  from  the 
Delaware  Medical  Journal  and  for  CME 
accrediting. 

Lastly,  I am  asking  all  of  us  to  work  very  hard 
to  increase  our  membership. 

All  necessary  adjustments  will  be  in  place 
which  will  ensure  the  financial  integrity  of  the 
Society  by  the  time  of  our  Annual  Meeting.  I will 
discuss  this  issue  further  with  you  at  that  time. 

Making  Hard  Decisions  is  not  easy,  but  the 
Medical  Society  can  do  it. 

William  H.  Duncan,  M.D. 

President 
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GRAND  ROUNDS 


ETHYLENE  GLYCOL  TOXICITY 


William  Miller,  M.D. 


CASE  PRESENTATION 

Curt  Blacklock,  D.O. 

The  patient  was  a 45-year-old,  previously 
healthy  white  female  who  presented  in  a co- 
matose state  to  the  Emergency  Room.  According 
to  the  patient’s  daughter,  she  was  in  good  health 
until  two  to  three  days  before  admission.  At  that 
time  she  developed  recurrent  abdominal  pain, 
nausea,  and  vomiting.  This  persisted,  and,  on  the 
day  of  admission,  the  patient’s  mental  status 
deteriorated  rapidly  to  the  point  of  coma. 

The  patient’s  past  medical  history  was  notable 
for  irritable  bowel  syndrome  and  hypertension. 
She  had  been  widowed  for  four  years. 

Dr.  Miller  is  a member  of  the  Senior  Staff,  Section  of  Nephrology.  Department 
of  Medicine.  Medical  Center  of  Delaware 

Dr  Blacklock  is  a member  of  the  Provisional  Staff.  Department  of  Medicine. 
Medical  Center  of  Delaware 

Presented  at  Medical  (hand  Rounds.  Department  of  Medicine.  Medical  Center 
of  Delaware.  May  24.  1990 


On  physical  examination  the  blood  pressure 
was  176/109,  pulse  110,  and  axillary  temperature 
36.7  degrees.  The  pupils  were  equal  and  reactive, 
and  fundi  were  without  papilledema  or  papillitis. 
There  was  no  evidence  of  trauma  to  the  head. 
There  was  no  thyromegaly.  Coarse  bibasilar 
rhonchi  were  heard  in  the  lungs,  and  a grade  2/6 
midsystolic  murmur  was  present  at  the  cardiac 
apex.  The  abdomen  and  extremities  were  normal. 
On  neurological  examination,  the  patient  was  ob- 
tunded  and  minimally  responsive  to  noxious 
stimuli.  Otherwise,  the  exam  was  normal, 
without  focal  findings. 

The  serum  sodium  was  144,  potassium  5.8, 
chloride  112,  and  CO2  6 mEq/L.  The  BUN  was 
11  mg/dl,  and  the  serum  creatinine  0.9  mg/dl.  The 
hematocrit  was  54.5%.  Arterial  blood  gases 
revealed  a pH  of  7.12,  PCO2  of  14.2,  and  pCE  of 
102  on  room  air.  Chest  x-ray  showed  massive  car- 
diomegaly  with  clear  lung  fields.  The  inital  urine 
toxicology  screen  was  positive  only  for 
benzodiazepines. 
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Upon  questioning,  the  patient’s  daughter  noted 
that  she  had  been  despondent  over  her  husband’s 
death  from  cancer  four  years  earlier.  It  was 
postulated  that  the  patient’s  clinical  picture 
could  be  explained  by  an  attempted  suicide. 
Ethylene  glycol  (EG)  (antifreeze)  ingestion  was 
suggested,  but  the  family  were  emphatic  in  their 
denial  and  stated  that  there  was  none  at  the 
house.  Additional  laboratory  studies  revealed  a 
salicylate  level  of  32  mg/dL,  lactic  acid  of  1.6 
mEq/L,  serum  osmolality  of  374  mOsm/kg 
(calculated  osmolality  was  297  mOsm/kg  water), 
and  EG  level  of  198  mg/dL.  No  ethanol,  methanol, 
acetaminophen,  or  digoxin  was  present. 
Urinalysis  was  notable  for  2 + proteinuria  with 
the  microscopic  examination  showing  calcium  ox- 
alate crystals. 

The  patient  was  immediately  intubated  upon 
arrival  in  the  Emergency  Room,  and  activated 
charcoal  was  administered.  Thereafter,  in- 
travenous sodium  bicarbonate  and  intravenous 
ethanol  were  given,  and  emergency  hemodialysis 
was  initiated.  The  patient’s  course  was  com- 
plicated by  tonic  clonic  seizures,  acute  renal 
failure,  frequent  clotting  of  the  dialyzers,  possibly 
secondary  to  a hypercoagulable  state,  and  by 
massive  liver  failure.  Twenty-eight  hours  after 
presentation  the  patient  developed  bradycardia 
followed  by  asystole  unresponsive  to  Advanced 
Cardiac  Life  Support  protocol. 

DISCUSSION 

William  Miller,  M.D. 

In  evaluating  the  patient  with  a severe 
metabolic  acidosis,  the  initial  approach  is  to 
calculate  the  anion  gap1  with  the  formula 

anion  gap  = Na+  - (CL'  + HCO3). 

The  normal  anion  gap  is  between  eight  and  12 
and  is  the  result  of  the  presence  of  negatively 
charged  proteins  in  the  serum.  In  a metabolic 
acidosis  in  which  a non-chloride  anion 
accumulates,  the  gap  increases. 

Table  1 is  a list  of  commonly  encountered  causes 
of  elevated  anion  gap  metabolic  acidosis.  Because 
of  the  inability  of  failed  kidneys  to  excrete  en- 
dogenous acids,  sulfates  and  phosphates  ac- 
cumulate, and  an  increased  anion  gap  is  seen. 
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This  is  rarely  a severe  or  unexplainable 
diagnosis,  and  the  problem  is  readily  corrected  by 
dialysis.  The  increased  anion  gaps  of  diabetic  and 
alcoholic  ketoacidosis  are  caused  by  the  ac- 
cumulation of  beta-hydroxybutyrate  and 
acetoacetate,  with  the  latter  also  accumulating 
in  starvation  ketoacidosis.  The  history  is  impor- 
tant in  the  diagnosis  of  these  disorders,  although 
a patient  with  no  previous  history  of  diabetes 
may  present  with  diabetic  ketoacidosis. 


Table  1.  Causes  of  Elevated  Anion  Gap 
Metabolic  Acidosis 

* Uremia 

* Ketoacidosis 

Diabetic 

Alcoholic 

Starvation 

* Lactic  acidosis 

* Salicylate  intoxication 

* Ingestion  of  toxins 

Methanol 
Ethylene  glycol 
Paraldehyde 


Lactic  acidosis  is  a common  cause  of  a high 
anion  gap  metabolic  acidosis.  This  usually  occurs 
in  the  setting  of  tissue  hypoxia/multisystem 
organ  failure  and  is  often  fatal,  especially  when 
lactic  acid  levels  are  greater  than  6 mEq/L.  Con- 
troversy exists  about  the  use  of  bicarbonate  in 
this  disorder.  We  recommend  that  the  pH  be 
maintained  no  less  than  7.2  to  counteract  the  car- 
diodepressant  effects  seen  in  severe  acidosis.  This 
may  require  large  amounts  of  bicarbonate. 
Unless  the  cause  of  the  lactic  acidosis  is  cor- 
rected, however,  therapy  is  often  ineffective. 

Salicylate  ingestion  is  an  unusual  cause  of  in- 
creased anion  gap  metabolic  acidosis  in  adults. 

It  is  usually  manifested  by  hyperprothrom- 
binemia,  and,  in  addition,  as  many  as  50%  of 
these  patients  have  a coexisting  respiratory 
alkalosis.  Paraldehyde  ingestion  should  be  readi- 
ly recognized  by  the  characteristic  odor  on  the  pa-  I 
tient’s  breath. 

EG  and  methanol  ingestion  can  both  result  in 
increased  anion  gap  acidosis.  Of  note,  each  also 
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results  in  an  elevation  of  the  osmolar  gap."  In 
normal  patients  the  serum  osmolality  (Sosm)  can 
be  estimated  by  the  formula 

Sosm  = 2 x (Na)  + BUN(mg/dl)  + glucose(mg/dl) 
2.8  18 

This  formula  is  quite  accurate  in  predicting  the 
measured  Sosm  using  the  freezing  point  depres- 
sion method  in  the  laboratory.  When  osmotical- 
ly  active  particles  are  present  in  the  serum  which 
are  not  accounted  for  in  the  calculation,  the 
measured  osmolality  will  exceed  the  calculated 
osmolality,  and  an  osmolar  gap  will  occur.  Thus, 

Osrnolalitymecsumd  - Osmolalitycokuiatod  =Osmolar  Gap 

The  normal  osmolar  gap  is  approximately  10 
and  is  caused  by  unmeasured  osmotically  active 
particles  such  as  protein,  lipid,  and  calcium.  To- 
day’s patient  not  only  had  a severe  metabolic 
acidosis  with  an  increased  anion  gap,  but  she  had 
an  osmolar  gap  of  64. 

In  addition  the  methanol  ingestion  and  EG  in- 
toxication, uremia,  severe  DKA,  and  possibly  lac- 


tic acidosis  have  been  associated  with  an  increase 
in  both  the  anion  and  osmolar  gap.  The  patient 
had  no  evidence  of  severe  DKA  or  chronic  renal 
failure.  Thus  Dr.  Blacklock  astutely  and  rapidly 
surmised  that  the  diagnosis  was  either  methanol 
intoxication  or  EG  ingestion.  The  patient  had  no 
evidence  of  papillitis  on  physical  examination, 
often  seen  in  methanol  ingestion,  and  on 
urinalysis,  she  was  noted  to  have  calcium  oxalate 
crystals,  suggesting  the  diagnosis  of  EG  intoxica- 
tion. Emergency  measurement  of  EG  levels  con- 
firmed this  diagnosis. 

EG  is  a colorless,  tasteless  liquid  which  is  used 
as  antifreeze,  as  a solvent  in  paints  and  plastics, 
and  in  hydraulic  brake  fluids.  After  ingestion,  it 
is  very  rapidly  absorbed,  with  a distribution  of 
approximately  85%  of  body  weight  and  a serum 
half-life  of  three  hours.  The  estimated  lethal  dose 
in  adults  is  100  ml.  The  metabolic  degradation 
of  EG  is  depicted  in  Figure  1.  The  rapid  conversion 
of  EG  to  glycoaldehyde  is  facilitated  by  the 
enzyme  alcohol  dehydrogenase  (AD).  Thereafter, 
oxidation  takes  place,  and  various  acidic  products 
develop.  This  probably  occurs  within  30  minutes 
to  one  hour  after  absorption. 


[ 


Fig.  1.  Ethylene  glycol 
metabolism.  Solid  arrows  in- 
dicate the  steps  that  are  quan- 
titatively most  important; 
broken  arrows  refer 
to  postulated  metabolic 
pathways  in  humans.  (1)  Site 
of  treatment  with  ethanol. 
(2)  Sites  of  production 
of  reduced  nicotinamide 
adenine  dinucleotide  (NADH) 
from  nicotinamide  adenine 
dinucleotide  (NAD).  (3)  Reduc- 
tion of  pyruvate  to  lactate  by 
NADH  formation.  (4)  Site  of 
inhibition  of  pyruvate  use  by 
aldehydes  derived  from 
ethylene  glycol.  (5)  Conver- 
sion (with  thiamine  as  co- 
factor) of  glyoxalate  to  alpha- 
hydroxy,  beta-ketoadipate.  (6) 
Transamination  of  glyoxalate, 
requiring  pyridoxine  as 
cofactor.  Ann  Intern  Med 
1986;105:18.  Reprinted  with 
permission  of  the  American 
College  of  Physicians. 
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The  oxalate  generated  from  the  metabolism  of 
EG  results  in  hypocalcemia,  and  deposition  of  ox- 
alate crystals  ensue.3,4'5  Crystal  deposits  are  not 
limited  to  the  urine  or  kidney,  but  can  occur 
throughout  the  body,  including  the  brain,  men- 
inges, lung  parenchyma,  and  (less  often)  the 
heart,  liver,  and  spleen.  On  urinalysis,  calcium 
oxalate  crystals  can  assume  many  forms,  in- 
cluding those  of  dumbbells,  envelopes,  or 
needles6  (Figure  2).  In  acute  ingestions,  edema  of 
multiple  organs  can  occur  within  hours; 
perirenal  edema  has  been  demonstrated  by  com- 
puterized tomography. 

The  clinical  features  of  EG  intoxication  have 
been  well  described. 3,4,5  Stage  I of  EG  intoxica- 
tion occurs  from  30  minutes  to  12  hours  after  in- 
gestion and  is  manifested  by  central  nervous 
system,  gastrointestinal,  and  metabolic  abnor- 
malities. In  mild  cases,  patients  may  appear  in- 
toxicated (without  ethanol  on  their  breath)  or 
confused.  Nausea,  vomiting,  abdominal  cramp- 
ing, and  hematemesis  may  be  present.  In  severe 
cases,  depression,  hallucinations,  confusion, 
meningismus,  seizures,  hypo-  or  hyperreflexia, 
tremor,  tetany,  nystagmus,  papilledema,  cranial 
nerve  palsies,  or  coma  have  been  reported.  As 
previously  mentioned,  laboratory  evaluation 


reveals  a metabolic  acidosis  with  elevation  of  the 
anion  and  osmolar  gaps.  Hyperkalemia  and 
hypocalcemia  are  usually  seen.  Calcium  oxalate 
crystalluria  is  frequently  present,  but  may  be  ab- 
sent in  some  cases.  The  cerebrospinal  fluid  may 
be  cloudy  or  bloody,  with  increased  protein  and 
variable  cytology.  Increased  pressure  may  be 
noted  on  lumbar  puncture. 

Stage  II  EG  intoxication  occurs  from  12  to  24 
hours  following  ingestion  and  is  caused  by  the 
toxicity  of  the  EG  metabolites.  The  primary  tox- 
ic manifestations  are  cardiopulmonary,  with 
tachypnea,  tachycardia,  hyper-or  hypotension, 
arrhythmias,  adult  respiratory  distress  syn- 
drome (ARDS),  acute  pulmonary  edema,  and 
shock.  Death  is  most  common  in  this  stage. 

Today’s  patient  had  two  to  three  days  of  nausea 
and  abdominal  pain,  suggesting  that  her  inges- 
tion probably  took  place  at  least  48  hours  before 
presentation.  Because  of  this  history,  and 
because  of  her  clinical  course,  I suspect  that  she 
was  in  Stage  II  or  III  of  EG  intoxication.  She 
presented  with  mild  hypertension  but  very  quick- 
ly became  hypotensive.  During  dialysis,  she 
developed  significant  arrhythmias  and  ARDS  as 
well. 

Most  patients  left  untreated  or  unsuccessfully 
treated  will  progress  to  Stage  III  of  EG  intoxica- 
tion 24  to  72  hours  after  ingestion.  In  this  stage, 
acute  renal  failure  secondary  to  acute  tubular 
necrosis  or  cortical  necrosis  is  seen.  Perirenal 
edema,  myopathy,  and  bone  marrow  suppression 
may  also  be  present. 

Initial  management  of  suspected  EG  intoxica- 
tion is  similar  to  that  for  other  toxin  ingestions. 
First,  basic  life  support  should  be  provided  with 
intubation/mechanical  ventilation  if  needed.  If 
the  patient  is  not  obtunded  and  is  thought  to  have 
recently  ingested  EG  or  other  noxious 
substances,  measures  should  be  taken  to  prevent 
absorption.  Emesis  should  be  induced.  Elimina- 
tion of  EG  by  this  method  is  most  effective  if  in- 
itiated within  30  minutes  of  ingestion.  If  at- 
tempts to  eliminate  EG  by  emesis  are  unsuc- 
cessful, activated  charcoal  should  be  considered. 
Sorbitol  or  a saline  cathartic  are  useful  in  ac- 
celerating transit  time  in  the  gut.  The  patient  to- 
day did  receive  activated  charcoal,  although  I 
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suspect  that  her  ingestion  occurred  long  enough 
before  her  presentation  that  it  was  probably 
ineffective. 

Bicarbonate  should  be  administered  to  patients 
with  severe  acidosis  from  EG  intoxication.  In 
many  instances  massive  amounts  of  bicarbonate 
(up  to  2000  milli-equivalents)  are  required  to  ade- 
quately correct  the  acidosis.  Such  massive  quan- 
tities of  bicarbonate  may  confound  the  patient’s 
problems  with  the  additional  difficulties  of  hyper- 
natremia and  intravascular  volume  overload. 

Because  EG  and  its  metabolites  are  water  solu- 
ble, readily  dialyzable  toxins,  early  hemodialysis 
is  indicated  in  cases  of  severe  intoxication  with 
high  EG  levels.  The  literature  suggests  that 
dialysis  should  be  initiated  when  the  EG  level 
exceeds  30  to  50  mg/dL.7  Refractory  severe 
acidosis  and  acute  renal  failure  are  additional 
reasons  to  consider  dialysis.  A bicarbonate  bath 
should  be  used,  as  was  the  case  with  this  patient, 
and  the  dialyzer  should  have  a large  surface  area 
with  high  flow  rates.  Clearance  of  EG  is  not  as 
good  with  hemoperfusion  columns  (activated 
charcoal  columns)  as  with  standard 
hemodialysis. 

Drugs  can  be  used  to  block  the  metabolism  of 
EG  and  thus  increase  its  availability  for  dialysis. 
Figure  1 depicts  the  sites  at  which  various 
treatments  for  EG  intoxication  work.  Ethanol  is 
used  to  saturate  the  alcohol  dehydrogenase  (AD) 
enzyme  so  that  EG  is  maintained  in  an 
unmetabolized  form.  Ethanol  use  should  be  con- 
sidered when  EG  levels  are  greater  than  20 
mg/dl7  or  when  there  is  a strong  suspicion  of  EG 
ingestion  pending  determination  of  serum  levels. 
A serum  ethanol  level  of  approximately  2 mg% 
will  result  in  50%  saturation  of  AD,  a level  of  50 
mg%  will  saturate  about  90%  of  the  enzyme,  and 
100  mg%  will  achieve  absolute  saturation. 
Ethanol  is  dialyzable,  and  it  has  been  suggested 
that  95%  absolute  ethanol  be  added  to  the 
dialysate.  We  did  not  do  this,  but  chose  to  ad- 
minister it  intravenously.  It  took  almost  18  hours 
to  achieve  a level  of  100  mg%,  and  this  occurred 
only  transiently  with  administration  of  300  cc 
per  hour  of  a 10%  solution  intravenously.  Of  in- 
terest, with  administration  of  20%  ethanol  by 
nasogastric  tube,  higher,  more  protracted  levels 
can  be  achieved.  In  retrospect,  administration  of 
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ethanol  by  nasogastric  tube  or  addition  to  the 
dialysate  may  have  been  advisable  in  this 
patient. 

Ethanol  can  cause  hypoglycemia,  especially  in 
children,  and  blood  glucose  levels  should  be 
monitored  during  administration.  While  high 
levels  are  necesary  to  saturate  AD,  they  should 
not  exceed  130  mg%.  If  dialysis  is  not  instituted, 
ethanol  therapy  should  continue  for  2-3  days. 
With  dialysis,  it  should  rarely  exceed  one  day. 

Steps  5 and  6 in  Figure  1 demonstrate  the  ac- 
tions of  thiamine  and  pyridoxine,  which  should 
be  administered  daily.  These  drugs  convert  EG 
to  less  toxic  metabolites  and  may  help  to  prevent 
the  formation  of  oxalate.8 

4-methylpyrazole  (4-MP)  is  a specific  an- 
tagonist of  AD  which  has  been  used  in  ex- 
perimental EG  toxicity  with  success.9  Because 
of  its  apparent  low  level  of  toxicity,  it  can  be  used 
in  place  of  ethanol.  It  is  not  on  the  market  at 
present,  but  when  available  will  probably  be  kept 
in  the  Emergency  Room  and  should  be  used  at  the 
first  suspicion  of  EG  ingestion.  This  would  not 
have  made  a difference  in  the  patient’s  outcome, 
because  she  was  well  past  this  step  in  the 
degradation  of  EG  when  first  seen. 

This  patient’s  course  was  complicated,  and 
none  of  the  measures  undertaken  were  effective 
in  preventing  her  death  from  EG  intoxication. 
Her  course  was  typical  of  Stage  II  or  III  patients 
with  extremely  high  EG  levels.  One  of  our  biggest 
problems  in  her  management  was  persistent  clot- 
ting of  her  intravenous  lines  and  dialyzers.  Near 
the  end  of  her  hemodialysis,  we  were  changing 
dialyzers  every  35  minutes  in  spite  of  administra- 
tion of  20  - 30,000  units  of  heparin.  In  reviewing 
the  literature,  this  problem  has  not  been  reported 
in  other  patients.  Unfortunately,  because  of  other 
concerns,  we  did  not  have  time  to  further  in- 
vestigate its  etiology. 

A physician:  Are  there  any  data  in  the  literature 
that  would  give  some  kind  of  parameters  for  early 
assessment  of  the  patient  with  respect  to 
survival? 

Dr.  Miller:  I think  that  these  parameters  could  be 
derived.  This  patient,  for  example,  was  probably 
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not  salvageable.  This  could  be  surmised  by  her 
massive  levels  of  EG  and  the  clinical  stage  at 
presentation.  However,  we  were  dealing  with  the 
difficult  situations  of  an  apparently  healthy 
patient  three  to  four  days  before  admission  and 
a family  which  adamantly  denied  an  overdose  of 
EG.  In  general,  if  the  history  goes  beyond  24 
hours,  and  the  EG  level  exceeds  100  mg%,  the 
prognosis  is  quite  poor. 
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ISOLATING  THE  CYSTIC  FIBROSIS  GENE  AND 
POSSIBILITIES  FOR  TREATMENT 


Manuel  Buchwald,  Ph.D. 


INTRODUCTION 

Cystic  fibrosis  is  the  most  common  lethal  single 
gene  disorder  in  pediatric  Caucasian  popula- 
tions. The  disorder  presents  in  untreated  children 
as  chronic  pulmonary  infections  and/or  failure  to 
thrive.  Approximately  15%  of  affected  children 
have  obstruction  of  the  large  intestine  at  birth 
(meconium  ileus)  that  require  immediate 
surgical  intervention. 'The  physiological  abnor- 
malities in  patients  appear  to  be  the  result  of  the 
inability  of  the  epithelial  tissues  that  line  ex- 
ocrine glands  to  transport  ions.2  However,  the 
precise  molecular  disturbance  that  leads  to  the 
failure  of  the  epithelial  transport  pathway  has 
not  yet  been  defined.  Our  ability  to  treat  patients 
with  cystic  fibrosis  has  been  hampered  by  our 
lack  of  knowledge  of  the  basic  defect.  As  a conse- 
quence, treatment  has  focused  on  the  symptoms 
caused  by  the  disease  rather  than  on  the  underly- 
ing defect.  Notwithstanding  this  limitation,  the 
mean  life  span  of  affected  individuals  improved 
considerably  in  the  40  years  since  its  discovery 
so  that  in  the  early  1980s  more  than  half  of  CF 
patients  reached  adulthood  when  treated  on  a 
continuing  basis.  However,  it  appears  that  the 
progress  in  survival  has  reached  a plateau  and 
during  the  past  decade  increases  in  survival  have 
not  been  as  large  as  in  the  previous  several 
decades.3 
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ISOLATION  AND  PROPERTIES  OF  THE  CYSTIC 
FIBROSIS  GENE 

A large  body  of  lilterature  describes  the  unsuc- 
cessful attempts  at  identifying  the  basic  defect  in 
CF  by  the  conventional  genetic/biochemical  ap- 
proach. In  this  procedure,  clues  about  the  basic 
underlying  defective  biochemical  step  were 
sought  from  the  study  of  patients  and  their  fluids 
and  cells.  Hypotheses  were  designed  to  explain 
the  basic  symptoms  in  patients;  chronic  obstruc- 
tive lung  disease  secondary  to  bacterial  infection, 
obstruction  of  the  pancreas  leading  to  loss  of 
opancreatic  function  and  elevated  sweat  elec- 
trolytes. Theories  about  the  basic  defect  were 
ultimately  grouped  into  four  areas  of  human 
biology:  ion  transport,  mucus  structure, 
autonomic  function  and  membrane  structure. 
However,  none  of  the  investigations  led  to  the 
identification  of  an  abnormal  protein  or 
enzyme.4 

An  alternative  approach  to  the  CF  gene  and  the 
basic  defect  became  possible  in  the  1980s  with 
the  development  of  molecular  genetic  techniques 
and  their  application  to  human  genetics.  Bot- 
stein  et  al.  suggested  that  it  might  be  possible  to 
locate  disease  genes  to  a specific  chromosomal 
location  by  the  use  of  linkage  analysis  with  DNA 
polymorphisms.0  The  successful  localization  of 
the  gene  for  Huntington  chorea  on  chromosome 
4 confirmed  that  the  method  was  feasible.6  Several 
groups  proceeded  to  apply  the  technique  to  CF, 
and  in  1985,  Tsui  and  co-workers  reported  that 
the  gene  for  CF  was  located  on  the  long  arm  of 
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chromosome  7. 1,8  In  addition  to  providing  a start- 
ing point  for  the  molecular  cloning  of  the  CF 
gene,  this  result  also  indicated  that  CF  was  a 
homogeneous  disorder  and  that  most,  if  not  all, 
families  would  have  a mutant  gene  located  on 
chromosome  7.  Shortly  thereafter,  two  other 
markers,  the  oncogene  met  and  the  anonymous 
DNA  segment  D7S8,  were  found  to  be  closely 
linked  to  CF9 10  and,  more  importantly,  to  flank 
the  gene  locus.11,12 

Two  major  approaches  were  taken  to  isolate  the 
CF  gene.  R.  Williamson  and  colleagues  (London, 
U.K.)  exploited  the  fact  that  met  coded  for  a 
transforming  oncogene.  They  introduced  DNA 
obtained  from  a human  osteosarcoma  with  an  ac- 
tivated met  oncogene  into  rodent  cells  and 
selected  transformants.  The  cells  had 
presumably  retained  the  portion  of  chromosome 
7 that  included  met,  some  were  also  expected  to 
contain  D7S8.  Provided  that  no  rearrangements 
had  occurred,  cells  with  both  met  and  D7S8 
should  also  contain  the  CF  gene.  From  one  such 
cell  line,  Estivill  et  al.  reported  the  isolation  of 
a candidate  CF  gene,  now  known  as  IRP  (int- 
related  protein).13  This  gene  was  found  to  be 
located  between  met  and  D7S8  but  was  subse- 
quently eliminated  as  the  CF  gene  by  genetic  and 
biochemical  criteria.14  However,  isolation  of  IRP 
and  the  characterization  of  DNA  polymorphisms 
within  the  gene  led  to  much  improved  DNA 
diagnosis  for  CF. 15,16 

A second  approach,  saturation  mapping,  was 
employed  by  Tsui  and  co-workers  in  Toronto, 
Canada.  They  first  isolated  a set  of  DNA  markers 
no  more  than  30  x 104  bases  from  the  CF  gene 
and  then  identified  two  that  were  located  be- 
tween met  and  D7S8.1'  These  two  DNA  markers 
were  used  as  the  starting  point  for  walking  and 
jumping  procedures  to  clone  the  region  of  the  CF 
gene.  This  strategy  proved  to  be  successful  and 
the  CF  gene  was  reported  in  September  1989. 18 
Evidence  in  favor  of  the  successful  identification 
of  the  CF  gene  was  the  pattern  of  expression  of 
the  putative  gene.  The  gene  was  expressed  in  ex- 
ocrine tissues  (lung,  pancreas,  sweat  gland, 
parotid)  but  not  in  kidney  or  brain.The  gene  codes 
for  a polypeptide  of  approximately  170  kd  that 
has  strong  homology  to  a series  of  membrane 
transport  proteins  such  as  P-glycoprotein,  sug- 
gesting that  it  is  also  a membrane  protein.  The 
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CF  gene  product  has  been  named  CFTR  (cystic 
fibrosis  transmembrane  regulator).19  Finally,  a 
specific  3 base  pair  deletion  was  found  to  be  pre- 
sent only  in  chromosomes  carrying  the  CF  allele 
but  not  the  normal  version,  suggesting  that  this 
alteration  is  a mutation  that  causes  the 
disease.20  Since  the  original  publication,  this 
mutation  has  been  found  in  many  different 
surveys  of  CF  patients.  In  Northern  European 
populations  it  accounts  for  about  two-thirds  of  CF 
chromosomes.  Table  1 summarizes  the  various 
milestones  in  the  search  for  the  CF  gene  and  in- 
dicates the  reduction  in  the  number  of  estimated 
candidate  genes  remaining  at  each  stage. 


TABLE  1 

The  Search  for  the  CF  Gene 

Estimated  number 

Year  (marker)  Genomic  region  of  genes 

1983  (start) 

3xl09  bp 

50,000  genes 

1985  (D7S15) 

3xl07  bp 

500  genes 

1986  (met/D7S8) 

1.5xl06  bp 

25  genes 

1987  (D7S23/ 

D7S122) 

8xl05  bp 

4-12  genes 

1988  (several) 

4xl05  bp 

2-6  genes  i 

1987  (CFTR) 

2.5xl05  bp 

1 gene 

MOLECULAR  DIAGNOSIS 

The  identification  of  the  CF  gene  opens  the  way 
for  a more  detailed  molecular  analysis  of  the 
disease.  This  has  significant  consequences  for 
diagnosis  since  much  more  precise  detection  is 
possible.  The  3 bp  deletion  (termed  delta  F508 
since  it  deletes  the  amino  acid  phenylalanine  [F] 
at  position  508  of  the  predicted  protein  structure) 
can  be  identified  by  oligonucleotide  hybridization 
to  material  amplified  by  the  polymerase  chain 
reaction  (PCR)20  or  by  electrophoresis  of 
heteroduplexes.21  The  remainder  of  CF 
chromosomes  carry  other  mutations,  and  many 
laboratories  around  the  world  are  currently  at- 
tempting to  identify  them.  It  appears  likely  that 
there  will  be  many  such  other  mutations  and  that 
their  frequency  will  vary  among  the  various 
populations  (Tsui,  personal  communication). 
Nonetheless,  once  each  mutation  is  identified,  it 
can  be  detected  using  the  same  technology  ap- 
plied to  the  delta  F508  mutation. 

Del  Med  Jrl,  October  1990-Vol.  62,  No.  10 


Scientific  Article  - Buchwald 


No  Easy 
Trick  . . 


finding  a reliable  medical  equipment 
cum  pang.  But  CONFIDENCE  and  TRUST  are 
the  'magic'  i cords  of  MASTER  ('ARE'S  sendee. 
Because  gour  patients  are  our  first  concern, 
me  find  products  for  the  patient  . . . not 
patients  for  the  product. 


arte 


Showroom:  Old  Baltimore  Pike  Ind.  Pk. 
83  Albe  Dr.  Newark,  DE 

Call  the  CARELINE  (302)  368*5300 
NJ  (609)  299*3224 


A second  use  of  the  information  gained  from  the 
identification  of  the  CF  gene  will  be  to  provide 
genetic  counseling  to  the  immediate  family 
members  of  affected  individuals.  At  present  it  is 
possible  to  provide  genetic  counseling  to  the  im- 
mediate family  members  of  affected  individuals 
with  high  precision,  either  by  the  direct  iden- 
tification of  the  delta  F508  mutation  or  by 
linkage  analysis  with  DNA  polymorphic  markers 
within  or  near  the  CF  gene. 

Finally,  it  will  also  be  possible  to  implement 
screening  programs  to  detect  either  affected  in- 
dividuals early  in  life  or,  more  importantly,  to 
detect  carriers  of  the  gene  before  they  have  iden- 
tified themselves  by  having  an  affected  in- 
dividual. However,  implementation  of  population 
screening  programs  must  await  the  identification 
of  the  other  mutations  of  the  CF  gene  in  order  to 
provide  almost  complete  coverage.  In  addition, 
such  screening  programs  will  have  to  be  tailored 
to  each  population,  since  it  appears  likely  that 
the  distribution  of  mutations  will  vary  among 
various  populations. 

TREATMENT 

A more  exciting  possibility  that  will  be  ex- 
plored during  the  coming  years  will  be  the  ap- 
plication of  the  knowledge  derived  from  the  iden- 
tification of  the  CF  gene  to  treatment  of  the 
disease.  While  at  present  this  remains  a 
theoretical  possibility,  certain  elements  to  such 
treatment  can  be  already  considered.  Current 
treatment  of  CF  patients  is  strictly  symptomatic 
and  involves  treatment  of  lung  problems  by 
postural  drainage,  use  of  antimicrobials,  exercise 
and,  ultimately,  transplantation.  Notwithstand- 
ing the  progress  in  treating  the  pulmonary  se- 
quelae of  the  disease,  patients  still  die  of  com- 
plications resulting  from  the  destruction  of  their 
lungs.  In  contrast,  treatment  of  pancreatic  insuf- 
ficiency is  more  effective  and  patients  are  able  to 
be  properly  nourished  by  a combination  of  pan- 
creatic supplements  and  aggressive  nutritional 
therapy.1  The  foreseeable  options  are  to  attempt 
to  change  the  genotype  of  CF  patients  (genetic 
therapy)  or  to  ameliorate  the  symptoms  by  devis- 
ing a more  specific  therapy  based  on  knowledge 
of  the  basic  defect  of  the  disease. 
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Genetic  therapy  is  an  exciting  prospect,  though 
at  this  point  in  time  we  have  no  way  of  knowing 
whether  it  is  feasible.  If  the  diagnosis  of  CF  could 
be  made  in  early  embryos  it  would  then  be  feasi- 
ble to  identify  affected  fetuses  very  early  in 
development  and  to  then  attempt  to  alter  the 
genotype;  however,  it  is  not  yet  known  whether 
it  will  be  possible  to  introduce  genes  into  such 
embryos  and  to  have  these  correct  the  genetic 
defect.  Uncertainties  in  the  regulation  of  expres- 
sion of  introduced  genes  and  of  possible 
deleterious  effects  of  the  foreign  DNA  make  this 
type  of  therapy  experimental  at  this  stage.  Even 
if  all  the  technical  and  scientific  challenges  are 
met,  genetic  therapy  of  early  embryos  is  unlike- 
ly to  be  a general  approach  to  the  treatment  of  CF. 

A less  drastic  method  of  genetic  therapy  would 
be  to  alter  the  genotype  of  lung  cells,  since  these 
are  the  ones  that  lead  to  the  worst  aspects  of  the 
disease.  In  this  instance,  one  would  attempt  to 
use  gene  transfer  methods  to  introduce  the  nor- 
mal allele  into  the  lung  cells  of  CF  patients.  For 
this  therapy  to  succeed,  one  will  need  to  identify 
the  cells  that  are  involved  in  the  disease 
pathology  and  to  deliver  the  normal  allele  to 
them.  As  was  mentioned  for  the  general  case  of 
embryonic  gene  therapy,  one  must  be  able  to 
regulate  the  expression  of  the  CF  gene  after  in- 
troduction. However,  since  one  is  only  attempting 
to  regulate  expression  in  one  tissue,  it  should  be 
possible  to  devise  vectors  containing  the  ap- 
propriate regulatory  sequences. 

In  the  long  run,  the  therapy  that  will  be  most 
likely  to  be  of  benefit  for  the  majority  of  patients 
would  be  that  directed  at  amelioration  of  the 
symptoms  caused  by  the  defective  biochemical 
step.  Given  that  patients  already  live  into 
adulthood  without  the  benefit  of  specific 
therapies,  development  of  such  therapies  might 
lead  to  an  almost  normal  lifespan.  In  order  for 
such  specific  therapies  to  be  developed,  one  will 
first  need  to  understand  the  biochemistry  and 
physiology  of  the  reaction  catalyzed  by  CFTR  and 
the  cellular  consequences  of  the  various  muta- 
tions. Once  this  has  been  achieved  it  may  be  feasi- 
ble to  develop  specific  drugs  that  compensate  for 
this  defective  step.  Compensation  could  occur  by 
modification  of  the  defective  CFTR  molecule  or 
by  enhancing  or  suppressing  compensatory  or 
alternative  pathways  in  such  a way  that  the 
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defective  ion  transport  is  corrected.  In  order  for 
such  therapies  to  work  one  may  have  to  develop 
methods  to  deliver  drugs  to  the  necessary  tissues 
or  cells.  Given  that  the  basic  defect  still  remains 
unknown,  these  comments  about  potential 
therapies  are  still  speculative. 

CONCLUSION 

The  advances  that  have  led  to  the  isolation  of 
the  CF  gene  promise  to  be  eclipsed  by  the 
knowledge  to  be  obtained  during  the  next  decade 
of  research.  Identification  of  the  CF  gene  has 
unblocked  the  major  impediment  to  progress  on 
the  basic  defect  in  the  disease.  It  is  expected  that 
such  progress  will  lead  to  improved  therapy  and 
be  of  benefit  to  CF  patients. 
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WHY  DELAWARE’S  #1 
INDEPENDENT  SECURITY 
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BANK  OF  DELAWARE 
AS  ITS  #1  BANK. 


During  its  thirty  years  in  business,  Security 
Instrument  Corporation  has  grown  to  be  the  largest 
independent  security  company  in  Delaware.  They 
install,  monitor,  and  service  everything  from  alarms 
for  private  homes  to  sophisticated  systems  for 
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Bank  of  Delaware  has  been  their  bank. 
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Art  Mattei,  Jr.,  “and  their  corporate  business  people 
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of  corporate  banking  services  which  have  been 
tailored  to  meet  our  changing  needs.” 

Can  Bank  of  Delaware  help  increase  your  sense 
of  corporate  security?  Call  Bill  Betty  at  429-2202 
and  find  out. 
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SCIENTIFIC  ARTICLE 


CARE  OF  THE  ADULT  WITH  CEREBRAL  PALSY 


Steven  Bachrach,  M.D. 
Bertram  Greenspun,  D.O. 


INTRODUCTION 

This  is  the  summary  of  a presentation  given  at 
the  Sussex  County  Medical  Society  on  January 
18,  1990,  as  part  of  a program  sponsored  by  the 
Coordinating  Council  for  the  Handicapped  Child 
of  Delaware  and  funded  by  the  United  Way.  This 
is  the  second  in  a series  of  articles  on  adults  with 
physical  disabilities. 

Approximately  two  years  ago,  the  Alfred  I. 
duPont  Institute  began  enforcing  its  policy  of  not 
treating  anyone  over  the  age  of  21  because  it  is 
a children’s  hospital.  While  the  enforcement  of 
this  policy  precipitated  a bit  of  a crisis  in 
Delaware,  it  is  not  a unique  problem.  It  has  been 
seen  all  over  the  United  States,  as  developmen- 
tally  disabled  children  become  adults  and  seek 
medical  care.1  Until  recently,  such  children  died 
or  spent  their  lives  shut  away  in  institutions. 
Their  impact  simply  was  not  felt  in  the  adult  care 
system.  Those  with  chronic  illness  (such  as  cystic 
fibrosis)  and  those  with  physical  disabilities  are 
now  appearing  in  ever  greater  numbers  on  the 
doorsteps  of  internists  and  family  practitioners. 

I.  Medical  Issues 

The  medical  needs  of  these  patients  can  be 
divided  into  those  that  are  “like”  and  “unlike” 
the  needs  of  nonphysically  disabled  patients.  In 
a study  of  965  community-dwelling  retarded  peo- 
ple who  had  sought  medical  care  within  the 
previous  year,  90%  had  gone  for  a routine 
physical  examination.  Almost  25%  had  gone  for 

Dr.  Bachrach  is  Co-Director  of  the  Cerebral  Palsy  Program  and  Chief  of  the  Divi- 
sion of  General  Pediatrics  at  the  Alfred  I.  duPont  Institute.  Dr.  Greenspun  is  Chief 
of  the  Section  of  Physical  Medicine  and  Rehabilitation  at  the  Medical  Center  of 
Delaware  and  Medical  Director  of  the  Eugene  duPont  Memorial  Hospital. 


an  acute  illness  like  the  flu,  5.5%  went  for  acciden- 
tal injury,  and  9.6%  went  for  chronic  problems.2 

Let  us  look  at  the  patient  with  cerebral  palsy 
as  a paradigm  for  the  physically  disabled.  There 
are  many  definitions  of  cerebral  palsy.  The  key 
points  of  the  definition  include  that  it  is  a motor 
disorder  dating  from  birth  to  early  childhood  (up 
to  five  years  of  age)  and  due  to  a lesion  of  the  brain. 
This  lesion  is  static  and  does  not  progress.  There 
are  various  ways  of  classifying  cerebral  palsy,  the 
most  common  of  which  |s  by  the  type  of  motor 
disorder.  The  most  common  type  of  cerebral  palsy 
is  spastic,  involving  the  pyramidal  tracts.  There 
are  also  extra-pyramidal  types,  including  atax- 
ic, athetoid,  and  the  mixed  types.  The  spastic  type 
of  cerebral  palsy  makes  up  the  vast  majority  to- 
day, approximately  80%  of  all  cerebral  palsy  pa- 
tients. Athetosis  due  to  hyperbilirubinemia  re- 
mains in  the  adult  population  however.  These  dif- 
ferent kinds  of  cerebral  palsy  are  grouped 
together  because  they  share  characteristics  that 
are  important  in  their  management.  There  is  a 
long  list  of  factors  associated  with  cerebral  palsy; 
it  is  now  clear  that  these  are  not  causes  of  the  con- 
dition, but  may  simply  be  markers  for  it.  It  is  now 
felt  that  asphyxia  is  the  cause  of  cerebral  palsy 
in  no  more  than  10%  of  cases.3,4 

Data  from  many  western  countries  shows  a 
marked  decrease  in  neonatal  mortality  over  the 
past  30  years,  but  no  change  in  the  incidence  of 
cerebral  palsy,  which  has  remained  constant  at 
2.5  per  1,000  live  births.5'7 

As  we  look  at  the  associated  disabilities  and 
complications  of  cerebral  palsy,  we  can  now  begin 
to  address  some  of  the  issues  faced  by  these  pa- 
tients as  adults. 
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A.  Intellectual  Function 

Mental  retardation  and  learning  disabilities  are 
the  most  predictive  factors  of  how  patients  with 
cerebral  palsy  will  function  in  society. 
Approximately  one-third  of  patients  with  cerebral 
palsy  have  normal  intelligence,  one-third  are  mild- 
ly retarded,  and  one-third  are  moderately  to  severe- 
ly retarded.  However,  even  those  with  normal  in- 
telligence have  various  perceptual  deficits  leading 
to  learning  disabilities,  so  that  nearly  any  patient 
with  cerebral  palsy  will  have  some  special  educa- 
tional and  vocational  needs.  When  testing  in- 
telligence, the  tester  has  to  modify  the  usual 
techniques  to  accommodate  the  cerebral  palsied  in- 
dividual so  as  not  to  get  falsely  low  results  related 
to  physical  problems.  Many  people  with  cerebral 
palsy  will  have  negative  personality  traits  with  less 
ego  strength,  decreased  assertiveness,  and  less 
perseverance.8 

B.  Seizure  Disorders 

Seizure  disorders  are  more  common  in  patients 
with  spastic  quadriplegia  than  with  other  types 
of  cerebral  palsy.  Thirty-five  percent  of  all 
cerebral  palsy  patients  and  66%  of  spastic 
cerebral  palsy  patients  have  a seizure  disorder  at 
some  time  in  their  lives.9 

C.  Sensory  Problems 

Strabismus  is  found  in  75%  of  children  with 
cerebral  palsy.  Nearsightedness  is  also  extreme- 
ly common.  Hearing  loss  is  found  in  15%  to  20% 
of  cerebral  palsy  patients,  but  in  two-thirds  of 
those  who  had  hyperbilirubinemia  and 
kernicterus.  Fortunately,  this  has  virtually  disap- 
peared in  the  last  20  years. 

D.  Dental 

Because  of  both  poor  hygiene  and  defects  of  the 
dental  enamel,  these  patients  are  at  high  risk  for 
carious  teeth.  They  also  have  problems  with 
malocclusion,  and  many  of  them  have  poor  den- 
tal hygiene  because  of  their  motor  dysfunction. 

E.  Nutrition 

Many  of  these  patients  have  feeding  problems. 
Because  of  a poor  suck,  incoordination  of  swallow- 
ing, a bite  reflex,  and  tongue  thrust,  they  often 
have  difficulty  getting  enough  food  in  or  aspirate 
much  of  what  they  eat.  These  patients  also  have 
dental  problems  as  noted  before,  leading  to  dif- 
ficulty chewing.  Their  energy  requirements  may 
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be  difficult  to  estimate.  For  example,  athetoid 
cerebral  palsy  may  increase  the  caloric  needs 
tremendously  because  of  the  increased  energy 
consumption,  while  those  with  spasticity,  par- 
ticularly when  they  are  wheelchair-bound  or  bed- 
bound,  have  markedly  decreased  caloric  needs. 
Many  would  benefit  from  tube  feedings,  though 
one  needs  to  be  careful  not  to  over  feed  them  once 
a gastrostomy  tube  is  placed,  as  obesity  can  be  a 
major  problem  in  moving  them  around,  as  well 
as  contributing  to  poor  health.  Lastly,  specific 
vitamin  and  mineral  deficiencies  are  common, 
especially  calcium  and  vitamin  D in  those  pa- 
tients who  are  on  phenobarbital  or  Dilantin. 
Other  specific  nutrient  deficiencies  may  include 
those  of  iron,  protein,  and  thiamine.  Assessing 
the  nutritional  status  of  these  patients  is  not 
easy.  The  growth  charts  that  we  use  for  children, 
on  which  we  plot  weight  and  height  for  age,  is 
usually  not  appropriate  for  these  children 
because  they  are  not  only  underweight,  but  also 
short  and  stunted  in  their  growth.  Clearly,  ideal 
adult  weight  charts  are  also  not  helpful.  The 
weight  for  height  (which  is  available  on  growth 
charts  for  children)  and  skin  fold  thicknesses,  the 
norms  of  which  are  available  for  adults,  should 
be  used  to  assess  these  patients.  Assessment  may 
also  include  serum  protein,  albumin,  and  iron,  as 
well  as  vitamin  D,  calcium,  and  phosphorus. 

F.  Aspiration 

To  assess  the  potential  problem  of  aspiration, 
history  taking  should  include  questions  regard- 
ing coughing  and  choking  during  feedings,  a 
history  of  recurrent  pneumonia,  chronic  wheez- 
ing, or  chronic  bronchitis.  All  these  may  be  hints 
of  aspiration,  either  while  swallowing  or  second- 
ary to  reflux.  The  medical  work-up  may  include 
a nutritional  evaluation  to  assess  how  many 
calories  the  patient  is  taking,  and  a feeding 
evaluation  done  by  a speech  or  occupational 
therapist,  who  observes  the  patient’s  eating 
capabilities  and  swallowing  function  using  the 
foods  that  he  or  she  is  used  to  eating  at  home. 
This  is  then  followed  by  a barium  study  under 
videofluoroscopy  in  the  radiology  suite  with  the 
therapist  present,  using  various  textures  of  foods 
mixed  with  barium.  Many  patients  have  the  ability 
to  swallow  the  thickened  and  textured  foods,  but 
cannot  handle  liquids  without  aspiration.  If 
indicated,  a nuclear  medicine  scan  to  assess  gastric 
emptying  and  a pH  probe  to  assess  reflux 
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is  also  done,  as  these  patients  have  a much  higher 
incidence  of  gastroesophageal  reflux.  If  a patient 
is  chronically  aspirating,  we  usually  recommend  a 
gastrostomy  tube,  sometimes  done  in  conjunction 
with  a fundoplication  if  there  is  also  significant 
reflux.  If  the  patient  is  not  aspirating,  or  only 
aspirating  liquids,  he  or  she  can  continue  to  eat 
thickened  foods  by  mouth.  A gastrostomy  tube 
would  then  be  used  as  a means  of  getting  extra 
calories  or  liquids  into  the  patient.  Continuous 
nocturnal  pump  feedings  can  be  used  to  achieve 
these  goals  with  the  least  disruption  of  daily  life. 

G.  Constipation 

Constipation  is  often  a severe  and  chronic  prob- 
lem which,  at  its  worst,  can  lead  to  ureteral 
obstruction  and  recurrent  urinary  tract  infec- 
tions. Fecal  incontinence  can  also  be  present,  and 
is  a terrible  social  problem  for  those  adults  who 
are  going  to  school  or  trying  to  hold  down  a job. 
Those  who  are  chronically  constipated  need  a 
bowel  clean-out,  followed  by  a regimen  that  will 
get  them  back  to  a regular  pattern  of  evacuation. 
Most  commonly,  we  try  to  initiate  this  after  a 
meal,  usually  dinner,  in  order  to  take  advantage 
of  the  gastrocolic  reflex.  In  addition,  dietary 
manipulations,  such  as  the  addition  of  fiber  and 
fruit  juices  to  their  diet  may  be  helpful.  If  a pa- 
tient still  requires  frequent  enemas  or  sup- 
positories, adequate  bowel  control  has  not  been 
achieved. 

H.  Birth  Control 

The  females  will  also  need  counseling  regard- 
ing birth  control  because  many  of  them  wish  to 
be  sexually  active  and  later  may  want  to  have 
children.  Among  the  more  severely  retarded  pa- 
tients, families  may  request  birth  control  to  pre- 
vent pregnancy  and/or  to  decrease  or  prevent 
menstruation  because  of  the  hygienic  problems 
involved.  Depo-Provera  given  every  three  to  six 
months  can  achieve  both  the  birth  control  and  the 
reduction  of  menses  that  these  families  are  seek- 
ing. Sterilization,  even  for  the  severely  retarded 
patient,  cannot  be  accomplished  without  going  to 
court  because  of  patients’  rights  issues.  Today  it 
is  nearly  impossible  to  get  court  permission  for 
such  a procedure.10 

II.  Rehabilitation  Issues 

There  is  little  in  the  medical  literature  concern- 
ing the  adult  with  cerebral  palsy.  A search  of  the 
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Medline  file  for  the  last  five  years  reveals  no  ar- 
ticles on  the  maintenance  and/or  enhancement 
of  independent  living  for  the  adult  with  cerebral 
palsy. 

The  following  case  report  is  illustrative  of  some 
of  the  vocational  and  rehabilitative  issues  in  the 
adult  with  cerebral  palsy. 

Case  Presentation 

Mary  Ann  is  a 36-year-old  woman  with  severe 
spastic  paraparesis  and  the  inability  to  walk. 
There  is  a mild  degree  of  mental  retardation  and 
a mild  dysarthria.  Mary  Ann  is  presently  living 
alone  in  a wheelchair-accessible  apartment 
house  and  is  attending  school  to  learn  how  to 
operate  computers.  She  expects  to  become 
employed  for  the  first  time  in  her  life  after  com- 
pleting the  year-long  course. 

The  remainder  of  this  paper  will  deal  with 
some  of  the  problems  encountered  with  Mary 
Ann  and  some  of  the  situations  that  may  occur 
in  the  adult  with  cerebral  palsy.  It  is  not  meant 
to  be  a complete  compilation  of  either  the  prob- 
lems that  may  be  present  or  the  solutions  that  are 
available.  The  reader  is  referred  to  other  sources 
for  those  issues.9,11,12 

A.  Mobility 

Mary  Ann  wants  to  be  able  to  walk.  When  first 
seen  about  12  years  ago,  she  was  ambulating 
with  much  difficulty  and  frequent  falls.  Initial- 
ly, she  was  fitted  with  long  leg  braces  in  an  at- 
tempt to  counteract  the  effects  of  her  increased 
tone  and  weakness.  This  proved  unrewarding  as 
she  could  not  tolerate  the  braces  because  of  the 
severity  of  her  spasticity  and  the  position  that  the 
braces  had  to  maintain  her  in  so  that  she  could 
walk.  She  next  had  tendon  releases  and  lengthen- 
ing procedures  by  an  orthopaedic  surgeon  for  the 
contractures  that  had  resulted  at  her  ankles, 
hips,  and  knees.  Unfortunately,  her  increased 
tone  was  soon  overwhelming  and  resulted  in  her 
becoming  nonambulatory.  Her  hips  once  again 
became  flexed,  adducted,  and  internally  rotated. 
If  one  tried  to  passively  stretch  her  out,  his  or  her 
face  soon  became  reddened  with  the  extreme  ef- 
fort. It  should  be  realized  that,  in  a properly 
selected  population,  the  surgery  would  usually  be 
successful,  and  it  should  definitely  be 
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considered.13  Mary  Ann  still  wants  to  walk  and 
frequently  asks  if  she  will  ever  walk.  However, 
she  is  getting  on  with  her  life  as  a wheelchair  in- 
dependent person. 

B.  Spasticity 

As  is  obvious  from  the  description  of  Mary  Ann, 
her  spasticity  is  quite  severe.  She  has  had 
repeated  courses  of  physical  therapy  utilizing 
heat,  cold,  various  specialized  therapeutic  tech- 
niques and  equipment— all  to  no  avail  in  allowing 
her  to  improve  her  functional  mobility  by  reduc- 
ing her  spasticity. 

There  are  three  drugs  that  can  be  used  to  try 
to  decrease  the  spasticity  from  upper  motor 
neuron  involvement.  These  three  drugs  include 
Dantrolene  sodium,  Baclofen,  and  Diazepam. 


be  described.  It  should  be  used  cautiously  in  those 
patients  who  are  ambulating  because,  in  decreas- 
ing spasticity,  it  can  cause  weakness.  This  may 
lessen  the  individual’s  overall  functional  capaci- 
ty. Liver  damage  can  occur,  although  the  actual 
incidence  is  quite  low.  Liver  function  tests  are 
recommended  periodically.  Sedation  can  occur 
but  has  not  been  a major  problem. 

Baclofen  acts  mainly  at  the  spinal  cord  level 
and  results  in  decreased  transmission  of 
monosynaptic  extensor  and  polysynaptic  flexor 
reflexes.14  Weakness,  which  can  be  a major 
drawback,  may  occur.  Drowsiness  may  result,  but 
as  is  the  case  with  Dantrolene  sodium,  this  has 
not  been  a serious  detriment.  There  has  been 
little  research  done  concerning  its  use  in  spastici- 
ty of  cortical  origin.  Blood  counts  and  liver  func- 
tion tests  should  be  monitored. 


Dantrolene  sodium  is  the  agent  that 
theoretically  should  be  of  greatest  benefit.14  Its 
site  of  action  is  beyond  the  neuromuscular  junc- 
tion. Its  mode  of  action  is  related  to  its  in- 
terference with  intramuscular  calcium  ion 
release.  There  are  fewer  negative  effects  on 
cognitive  function  than  the  other  two  agents  to 


Diazepam  has  its  site  of  action  centrally.  It  in- 
creases inhibition  of  gamma  motor  neurons. 
Sedation  can  be  a serious  problem,  memory  can 
be  impaired,  and  its  adverse  effects  may  outweigh 
its  usefulness  in  this  group  of  patients. 
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Combinations  of  the  above  agents  can  be 
used.15  In  our  patient’s  case,  Dantrolene  and 
Diazepam  have  been  used  together  in  reasonably 
high  doses  without  any  significant  decrease  in 
spasticity. 

Another  modality  that  can  be  considered  is  the 
use  of  phenol  blocks.  These  are  a time-honored 
method  of  dealing  with  spasticity.  Phenol  can  be 
used  to  block  a few  selective  motor  units  to  an  en- 
tire nerve  trunk.  The  injections  can  be  repeated 
if  needed.  They  have  not  been  attempted  in  Mary 
Ann’s  case. 

C.  Urinary  Incontinence 

If  present,  this  can  be  quite  distressing  to  the 
adult  trying  to  make  his  or  her  place  in  the  world. 
Initially,  a routine  urinalysis  should  be  done 
along  with  a culture  and  sensitivity  to  rule  out 
the  presence  of  a urinary  tract  infection.  There 
are  a host  of  urinary  bladder  tests  that  can  and 
should  be  utilized  before  accepting  incontinence, 
even  in  the  adult  who  may  have  had  the  problem 
for  many  years.16  These  help  delineate  whether 
the  problem  is  one  of  failure  of  bladder  emptying 
or  bladder  filling,  or  a combination  of  these  fac- 
tors. There  are  pharmacologic  agents  and  other 
means  that  may  be  helpful.  Mary  Ann  did  not 
have  any  incontinence  problems. 

D.  Nerve  Entrapment 

These  conditions  can  occur  in  the  cerebral  palsy 
population  just  as  in  the  general  population.  The 
carpal  tunnel  syndrome  can  develop  as  a result 
of  excessive  and  repetitive  physical  stresses  on 
the  wrist  that  cause  compression  of  the  median 
nerve  as  it  passes  through  the  tunnel.17  The  tar- 
sal tunnel  syndrome  is  rare  in  general,  including 
in  the  person  with  cerebral  palsy,  but  can  occur. 
The  ulnar  nerve  can  be  entrapped  in  the  cubital 
tunnel,  where  it  goes  through  the  flexor  carpi 
ulnaris  muscle  and  heads  distal  to  the  elbow.18  If 
the  person  with  cerebral  palsy  sits  in  a 
wheelchair  for  long  periods  of  time  (or  in  any 
chair  with  arms),  he  or  she  probably  will  lean  on 
his  or  her  elbow  excessively  and  may  compress 
the  nerve.  This  may  result  in  damage  to  the 
nerve,  especially  if  the  individual  is  a diabetic  or 
alcoholic. 

E.  Communication 

Communication  disorders  are  also  very 
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common,  secondary  to  the  dysarthria  caused  by 
oral-motor  dysfunction.  This  obviously  can  be 
very  frustrating  to  the  patient  who  has  good  in- 
telligence, but  cannot  express  him-  or  herself. 
Fortunately,  many  of  the  advances  in  computer 
technology  have  been  applied  to  these  patients  so 
that  electronic  communication  devices  now  exist 
to  help  the  person  whose  speech  is  not  intelligi- 
ble. Nevertheless,  it  can  be  a very  frustrating  ex- 
perience for  both  the  patient  and  the  physician 
when  trying  to  elicit  a history  and  understand  a 
cerebral  palsy  patient’s  symptoms  when  he  or  she 
appears  in  the  physician’s  office. 

If  dysarthria  is  a problem,  the  patient  should 
be  evaluated  by  a speech  pathologist.  In  Mary 
Ann’s  case,  she  can  be  understood  if  two  things 
occur.  First,  she  has  to  speak  slowly;  secondly,  the 
listener  has  to  concentrate  on  what  she  is  saying. 
In  many  cases,  instruction  by  the  speech 
pathologist  will  improve  the  ability  of  the  in- 
dividual to  be  understood.  It  is  important  to  give 
the  speaker  a chance  to  talk;  it  is  not  fair  just  to 
tell  the  individual  that  you  do  not  understand 
him  or  her.  It  is  best,  however,  not  to  pretend  to 
understand  his  or  her  speech  when  you  really  do 
not. 

F.  Endurance 

In  a study  regarding  endurance,  the  patients 
with  spastic  diplegia  did  not  do  as  well  as  the  con- 
trol population  in  measures  of  physical  working 
capacity  and  mechanical  efficiency.19  On  the 
other  hand,  almost  all  of  the  patients  were  able 
to  have  an  exercise  program  designed  for  them 
that  they  could  tolerate  and  that  enhanced  their 
endurance  and  physical  training.  Such  exercise 
programs  should  be  incorporated  into  the  lives  of 
people  with  cerebral  palsy. 

G.  Employability 

Over  the  years,  there  has  been  no  real  increase 
in  the  employability  of  the  person  with  cerebral 
palsy.  In  one  1966  study,  it  was  found  that  17% 
of  the  group  was  involved  in  competitive  employ- 
ment.20 A different  population  in  1982  had  12% 
employed,  while  in  1985,  the  figure  was  again 
17%. 20  Positive  factors  for  employment  included 
being  spastic,  mildly  involved  physically,  having 
good  family  support,  and  proper  training.  In  all 
three  groups,  it  is  found  that  knowing  someone 
helped.  How  can  we  enable  the  person  with 

1294 


cerebral  palsy  to  become  a tax  payer  instead  of 
a tax  spender?  That  is  the  question  that  still  has 
not  been  adequately  addressed.  It  would  seem 
worthwhile  to  provide  counseling  for  the  parents 
so  they  will  not  be  overprotective  and  will  let 
their  disabled  young  adult  try  to  make  his  or  her 
way  in  the  world  if  that  is  at  all  possible.  Proper 
training  is  essential,  including  appropriate  social 
skills,  adequate  sex  education,  and  realistic  voca- 
tional training.  It  is  well  known  that  once  hand- 
icapped individuals  are  hired,  they  are  extreme- 
ly loyal,  and  their  absence  from  work  is  less  than 
that  of  “normal”  employees.  There  are  quite  often 
special  transportation  needs,  and  they  may  re- 
quire workplaces  that  are  wheelchair  accessible, 
including  bathrooms. 

H.  Depression 

This  has  been  described  as  occurring  quite  fre- 
quently in  disabled  patients.21  This  can  often  be 
related  directly  to  what  is  happening  in  their 
lives  socially.  Those  who  are  not  able  to  find  a job 
or  do  not  have  any  friends  and  are  sitting  home 
in  front  of  the  television  are  at  high  risk  for 
psychosocial  dysfunction.  For  adults  with 
disabilities,  there  is  a fall-off  in  supports  and  pro- 
grams that  exist  for  disabled  children,  leaving 
them  quite  vulnerable  to  this  problem.  Consider- 
ing depression  needs  to  be  a priority  when 
evaluating  a disabled  adult  who  has  no  vocation 
and  little  community  support. 

Conclusion 

In  conclusion,  we  have  tried  to  touch  on  some 
of  the  common  problems  that  afflict  the  adult 
with  cerebral  palsy,  illustrated  by  our  patient, 
Mary  Ann.  We  have  tried  to  pinpoint  her  specific 
problems  and  skills,  and  in  addition,  mentioned 
some  of  the  problems  that  others  might  have  that 
she  does  not  have.  It  should  be  emphasized  that 
dealing  with  the  adult  with  cerebral  palsy  can  be 
very  rewarding.  If  they  are  shown  the  courtesy 
and  interest  that  should  be  shown  to  all  patients, 
they  turn  out  to  be  extremely  loyal  individuals, 
and  certainly  they  deserve  access  to  the  same 
degree  of  medical  skill  as  the  general  population. 
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REPORT  OF  INSURANCE  COMMISSIONER'S 
TASK  FORCE  ON  MEDICAL  MALPRACTICE 


I.  INTRODUCTION 

The  Insurance  Commissioner’s  Task  Force  on 
Medical  Malpractice  was  organized  by  Commis- 
sioner David  Levinson  on  January  11, 1989.  It  is 
comprised  of  Commissioner  Levinson  and  two  of 
his  staff  members,  two  members  of  the  General 
Assembly,  two  representatives  of  the  insurance 
industry,  two  physicians,  two  attorneys  who 
represent  physicians  and  hospitals,  one  attorney 
who  represents  patients,  and  one  representative 
of  the  American  Association  of  Retired  Persons. 
The  purpose  of  this  Task  Force  is  to  determine  the 
significance  of  perceived  problems  in  the  system 
by  which  physicians  obtain  medical  malpractice 
insurance  and  patients  seek  compensation  for  in- 
juries caused  by  medical  negligence,  consider  pro- 
posed solutions  to  those  problems  found  to  be 
significant,  and  recommend  appropriate  action 
without  depriving  Delaware  citizens  who  have 
been  injured  by  medical  negligence  of  a fair  op- 
portunity to  recover  fair  compensation  for  their 
injuries. 

The  Task  Force  recognized  that  medical 
malpractice  is  in  essence  “here  to  stay.”  The  prob- 
lems which  are  sometimes  referred  to  as  the 
“malpractice  crisis”  can  only  be  eliminated  if 
substandard  medical  care  itself  is  eliminated. 
Thus,  the  system  needs  to  provide  an  assurance 
of  physician  malpractice  coverage  availability 
with  secondary  emphasis  on  affordability  and 
tertiary  emphasis  on  scope  of  coverage  and  direct 
litigation-related  problems. 
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By  way  of  example,  there  was  a period  of  time 
in  which  the  anesthesia  group  at  the  Medical 
Center  of  Delaware  was  faced  with  a complete 
loss  of  coverage.  Unless  that  group  had  coverage, 
it  would  cease  to  practice,  and  if  the 
anesthesiologists  at  the  Medical  Center  of 
Delaware  ceased  to  practice,  all  surgical  pro- 
cedures at  the  Medical  Center  of  Delaware  would 
halt:  both  emergency  and  elective.  Obviously,  a 
situation  like  this  is  totally  and  unarguably  in- 
tolerable. The  Task  Force  believes  that  loss  of 
availability  must  not  be  permitted  to  occur. 

On  the  issue  of  affordability,  data  was  collected 
from  the  various  malpractice  carriers.  This  data 
was  analyzed  and  some  of  it  was  found  to  be  want- 
ing and/or  incomplete.  The  Insurance  Commis- 
sioner’s Office  has  direct  regulatory  control  over 
data  reporting  and  is  in  the  process  of  taking 
those  steps  necessary  to  promulgate  regulations 
to  ensure  more  accurate  data  on  claims  paid  and 
expenses  relating  to  those  claims  paid.  The  ac- 
curacy of  data  is  important  in  the  issue  of  in- 
surance company  reserving. 

There  was  also  considerable  discussion  on  court- 
room procedure,  motivation  behind  malpractice 
claims,  role  of  counsel,  effective  court  rules  on  the 
“delay”  in  the  process,  patient  perceptions,  physi- 
cian perceptions,  public  perceptions  and  the  like. 
It  was  concluded  that  the  legal  rights  now  afford- 
ed patients  and  physicians  were  not  a significant 
cause  of  potential  problems  of  availability  of 
medical  malpractice  coverage,  but  that  changes 
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in  the  legal  system  which  would  speed  up  the  pro- 
cess would  be  beneficial  to  patients  and  physi- 
cians alike.  Court  processes  are  not  subject  to  the 
regulation  or  the  authority  of  the  Insurance  Com- 
missioner’s Office.  However,  the  Insurance  Com- 
missioner might  forward  to  the  court  our  recom- 
mendations on  how  court  procedures  might  be 
changed  to  provide  for  a more  expeditious  resolu- 
tion of  those  cases  that  enter  the  formal  judicial 
system. 

Finally,  it  should  be  noted  that  there  is  prob- 
ably no  viewpoint  in  this  report  which  expresses 
the  unanimous  opinion  of  the  entire  Task  Force. 
Rather,  all  the  various  viewpoints  herein  are 
those  that  represent  the  majority.  It  should  not 
be  surprising  that  a diverse  group  of  13  pro- 
fessionals is  unlikely  to  have  unanimous  opin- 
ions “across  the  board”  on  areas  as  sensitive  and 
controversial  as  recommendations  for  “solving” 
the  “medical  malpractice”  crisis. 

In  that  regard,  it  should  be  noted  that  there  is 
not , at  this  time,  a crisis  as  to  availability  of 
medical  malpractice  insurance.  There  are  now  an 
adequate  number  of  carriers  actively  under- 
writing physicians  in  Delaware.  In  the  recent 
past  this  was  not  the  case,  and  given  the  cyclical 
nature  of  liability  insurance,  it  may  not  be  the 
case  in  the  future.  Accordingly,  the  charge  to  the 
Task  Force  was  to  “assume  the  worst.”  That  is, 
that  there  would  be  a time  when  marketplace 
competition  does  not  exist  and  that  not  only  was 
there  an  affordability  issue,  but  a true  problem 
as  to  availability.  The  latter  is  the  key  element, 
since  the  crisis  as  to  availability  has  the  threat 
of  imperiling  medical  care  in  the  state  of 
Delaware. 

While  there  were  a considerable  number  of 
areas  of  discussion  by  the  Task  Force,  the  follow- 
ing recommendations  are  made  in  the  report  sec- 
tions that  follow.  The  order  of  the  presentation  is 
not  necessarily  to  be  construed  as  the  order  of  im- 
portance of  the  recommendations. 

MINORITY  COMMENT 

Nothing  in  the  facts  and  figures  reviewed  by  the 
Task  Force  supports  reducing  patients’  rights, 
and  this  report  does  not  indicate  otherwise.  Like 
all  other  citizens,  physicians  have  an  obligation 
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to  compensate  fairly  individuals  they  injure  by 
substandard  conduct,  and  under  the  current  law  f 
a physician  may  be  held  liable  on  a malpractice 
claim  only  if  the  skill  and  care  exercised  by  that 
physician  is  below  the  skill  and  care  ordinarily 
exercised  by  physicians  in  good  standing.  When 
the  patients  who  are  injured  by  substandard  care 
have  a firm  and  timely  opportunity  to  obtain 
reasonable  compensation  for  their  injuries  and 
the  physicians  can  obtain  insurance  for  damages 
caused  by  substandard  care  at  premiums  which 
give  the  insurance  carriers  a fair  profit,  the 
system  is  working  properly.  As  to  premiums,  it 
was  beyond  the  ability  of  the  Task  Force  to  deter- 
mine whether  the  rates  charged  by  insurance  car- 
riers for  medical  malpractice  insurance  are  fair 
to  the  physicians  and  the  insurance  carriers. 


Events  which  have  occurred  during  the  year 
since  the  Task  Force  last  met  to  review  informa- 
tion underline  the  lack  of  need  for  any  change  in 
patients’  rights.  As  the  News  Journal  reported  on 
November  3, 1989,  the  insurance  company  which 
covers  the  largest  number  of  doctors  in  Delaware, 
PHICO’s  Insurance  Company,  has  cut  premiums 
by  11.6%  and  another  physicians’  insurer,  St. 
Paul  Insurance  Company,  has  reduced  its 
malpractice  coverage  premiums  for  Delaware 
doctors  by  12.1%.  According  to  the  News  Journal 
article,  PHICO’s  reduction  followed  its  agree- 
ment in  November  1988  to  a 14%  increase  after 
it  had  asked  the  Insurance  Commissioner  to  ap- 
prove a 37%  increase.  It  was  reported  that  both 
nationally  (June  11, 1989,  New  York  Times)  and 
in  Delaware  (January  14,  1990,  News  Journal) 
malpractice  losses,  which  had  been  increasing  for 
a number  of  years,  have  stopped  climbing.  The 
same  News  Journal  article  reported  that  several 
additional  malpractice  insurance  companies 
have  decided  to  market  policies  in  Delaware. 
Moreover,  Delaware  physicians  have  now  band- 
ed together  to  establish  a Delaware  physicians 
only  self-insurance  plan  which  is  designed  to 
guarantee  coverage  at  a reasonable  price,  accord- 
ing to  the  May  22,  1990,  News  Journal.  These 
developments,  along  with  the  information 
reviewed  by  the  Task  Force  last  year,  demonstrate 
that  legal  changes  reducing  patients’  rights  are 
not  necessary. 


Whether  the  threat  of  unavailability  of  liabili- 
ty insurance  is  real  or  illusory  is  unclear.  Because 
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of  the  vast  profits  which  may  be  earned  by  liabili- 
ty insurance  carriers,  when  one  carrier  begins  to 
create  a vacuum  by  pulling  out  of  Delaware,  it  is 
likely  that  another  will  take  advantage  of  the 
decreased  competition  and  fill  that  vacuum  by 
coming  to  Delaware.  A threatened  cancellation, 
such  as  that  involving  the  anesthesia  group  at 
the  Medical  Center  of  Delaware,  may  merely  be 
a ploy  to  obtain  rate  increases. 

II.  RISK  RETENTION 

A.  Risk  Retention  Groups  and  Captives 

There  are  basically  two  kinds  of  risk  retention 
and  they  are  not  mutually  exclusive.  One  form  of 
risk  retention  requires  the  establishment  of  risk 
retention  groups  or  captives  which  in  turn  would 
reinsure  excess  limits  in  the  private  marketplace 
or  the  state’s  “Liability  Lake.”  A second  approach 
would  involve  purchasing  insurance  for  lower 
limits  in  the  open  marketplace,  with  excess  limits 
being  reinsured  through  a state  mechanism  such 
as  the  Liability  Lake  or  through  a risk  retention 
group. 

There  are  several  mechanisms  to  “self-insure” 
available  to  Delaware’s  doctors:  through  a risk 
retention  group  formed  by  the  Medical  Society  of 
Delaware;  or  by  others;  or  a hospital-sponsored 
risk  retention  group  to  guarantee  the  availabili- 
ty of  insurance  to  either  their  critical  staff  (e.g., 
anesthesiologists,  neonatalogists  and  intensive 
care);  or  to  all  physicians  with  hospital  privileges. 
It  should  be  noted  that  many  physicians  might 
be  uncomfortable  belonging  to  a risk  retention 
group  dominated  by  one  or  more  hospitals. 

Adoption  of  a medical  malpractice  self- 
insurance  program  would  necessitate  two 
changes  in  the  statute  which  now  governs 
malpractice  litigation  in  Delaware.  First,  Section 
6854  of  the  statute  currently  places  severe  limita- 
tions on  permitting  physicians  who  practice  out- 
side Delaware  to  testify  as  expert  witnesses  on 
behalf  of  patients.  Since  a self-insurance  plan 
would  make  Delaware  physicians  in  effect  the 
owners  of  the  insurance  company  which  is 
defending  the  case,  local  physicians  may  be  less 
willing  to  testify.  Thus,  Section  6854  should  be 
repealed  to  eliminate  the  “locality”  restrictions 
on  expert  witnesses.  (See  pages  1301-1302  for  ad- 
ditional comments.) 
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Second,  because  the  Delaware  doctors  would 
“own”  the  self-insurance  company,  the  statutory 
provisions  for  review  of  medical  malpractice 
claims  by  panels  comprised,  in  part,  of  Delaware 
physicians,  subsection  6003  et  seq.,  should  be 
repealed  if  self-insurance  is  adopted.  It  should  be 
noted  that  these  panels  seem  to  have  fallen  into 
relative  disuse  in  recent  years  as  Superior  Court 
arbitration  has  become  more  available. 

B.  State-Managed  Insurance  Pools 

Under  this  mechanism  the  State  would  rein- 
sure each  policy  written  by  an  admitted  carrier 
in  excess  of  their  retained  limit  up  to  $1,000,000 
for  each  claim.  It  might  be  operated  and  ad- 
ministered by  the  same  administrative  authori- 
ty as  the  Liability  Lake. 

Advantages  Include: 

1.  Removing  Larger  Losses  for  Individual 
Carrier  Consideration 

2.  Control  of  Reinsurance 

3.  Reduced  Expenses 

a.  No  taxes 

b.  No  ceding  commission 

4.  Premium  Stabilization 

Admitted  carriers  with  approved  filings  would 
continue  to  issue  policies  as  done  now.  Premiums, 
however,  for  that  segment  of  projected  losses  in 
excess  of  the  retained  limit  would  be  remitted 
within  60  days  of  the  policy  effective  date  to  the 
Reinsurance  Lake.  The  carrier  would  not  be  per- 
mitted to  charge  for  collection.  Of  course,  the 
premiums  charged  by  the  state  must  be  sound, 
but  because  of  factors  previously  indicated, 
premiums  will  be  lower  than  those  currently 
charged.  Premiums  will  include  operating  ex- 
penses for  that  division  of  the  Liability  Lake 
charged  with  day-to-day  operations.  Premiums 
that  are  collected  may  not  go  into  general  funds, 
but  must  be  held  distinct  and  separate  for  use  of 
the  Lake.  In  effect,  it  is  a trust.  Commingling 
would  destroy  the  efficiency  of  the  operation. 

Investment  guidelines  would  be  established 
and  adhered  to,  without  deviation.  Investment  in- 
come alone  will  generate  several  times  the  sums 
required  for  operation. 
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Annual  aggregate  excess-of-loss  reinsurance 
could  be  acquired  by  the  Lake  to  stabilize  future 
assessments  due  to  temporary  inadequacy. 

The  Liability  Lake  would  not  require  capital 
and  surplus  from  the  physicians’  reserve  because 
the  capital  and  surplus  are  created  by  a bonding 
issue.  Funding  would  be  accomplished  by  the 
transfer  of  premiums  from  the  private  sector  to 
the  Lake. 

III.  CHANGING  RESERVING  POLICIES 

This  report  will  not  attempt  to  review  all  the 
discussions  concerning  reserving  policies.  It 
should  be  noted  that  there  is  a sensitivity  by  both 
the  insurance  carriers  and  the  Insurance  Com- 
missioner on  this  issue.  The  matter  is  not  a sim- 
ple one  to  interpret  — even  with  the  numbers 
available.  In  any  given  year,  the  premium  dollars 
collected  will  usually  exceed  the  total  expenses 
and  claims  paid.  Thus  it  would  seem  they  would 
be  over-reserving.  On  the  other  hand,  the  carriers 


note  that  the  premium  dollars  collected  in  any 
one  year  must  be  used  to  pay  all  claims  associated 
with  the  policies  from  that  year.  Thus,  a premium 
dollar  on  a claims  made  policy  may  be  collected 
in  1989  and  the  claim  not  paid  on  it  until  1992. 

Establishing  an  excess  loss  retention  trust  will 
bring  large  losses  under  the  direct  scrutiny  of  the 
Insurance  Department. 

Smaller  cases  should  not  remain  open  for 
reserve  purposes  with  absolutely  no  activity  for 
extended  periods.Wi?  recommend  that  those  cases 
that  are  inactive  for  12  months  be  closed.  Reduc- 
ing open  cases  increases  accuracy  of  data. 

Reserving  based  upon  open  “incident”  reports 
without  a claim  being  made  or  even  a letter  of 
representation  increases  frequency  ratios  and 
deters  prompt  reporting  by  physicians.  Prompt 
reporting  of  untoward  events  is  important  for 
many  reasons.  Physicians  must  feel  free  to  report 
without  fear  of  premium  increases  and  classifica- 
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tion  as  an  undesirable  risk.  Two-thirds  of  all 
reported  cases  for  which  reserves  are  established 
wash  out  without  payment.  We  recommend  that 
incident  reports  not  he  classified  as  a claim  as 
regards  a doctor’s  experience  and  that  reserves  set 
upon  receipt  of  incident  reports  be  limited  to  an 
amount  approved  during  audit  by  the  Insurance 
Commissioner  until  a claim  is  actually  made 

IV.  TIMELINESS  OF  COURT  PROCEDURES 

The  Task  Force  recognizes  the  need  to  increase 
the  “speed”  by  which  medical  malpractice  cases 
are  processed  in  the  system.  There  is  a societal 
value  in  having  them  resolved  quickly,  from  both 
the  standpoint  of  the  plaintiffs  and  the  physicians. 
Neither  side  benefits  by  a lingering  malpractice 
case.  It  is  also  a contention  by  the  carriers  that  a 
long  litigation  increases  expenses.  Curtailing 
expenses  can  have  a favorable  impact  on  rates. 

The  Task  Force  recommends  the  addition  of 
masters  (or  case  managers)  to  the  Superior  Court. 
These  masters  would  be  assigned  the  respon- 
sibility of  overseeing  medical  malpractice  claims 
and  moving  them  through  the  system. 

It  is  suggested  that  within  60  days  of  the  filing 
of  an  Answer  to  the  Complaint  by  all  defendants, 
a case  scheduling  meeting  be  held  with  the 
Court.  While  an  earlier  date  is  procedurally  feasi- 
ble, waiting  60  days  before  having  the  scheduling 
conference  would  permit  the  parties  to  have  a bet- 
ter appreciation  of  the  details  of  the  case  and  be 
able  to  give  better  recommendations  to  the  court 
on  what  is  needed  in  the  discovery  order.  The 
discovery  order,  which  would  be  established  by 
the  court,  would  be  a complete  discovery  schedule 
for  the  case,  taking  into  account  the  various  par- 
ties’ needs  and  the  uniqueness,  if  any,  of  the  case. 
As  with  all  court  orders,  it  is  suggested  that  it  be 
modifiable  if  there  is  good  cause  to  do  so.  It  is  also 
suggested  that  the  order  include  in  it  a date  by 
which  the  parties  will  either  have  petitioned  for 
trial  or  the  parties  will  have  another  meeting 
with  the  court  to  discuss  the  status  of  the  case, 
including  but  not  limited  to  revision  of  the 
discovery  order  and/or  the  establishment  of  a 
trial  date. 

It  is  also  recommended  that  18  Del.  C.  Subsec- 
tion 6854  be  repealed.  This  statute  requires  proof 
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in  each  case  that  every  expert  testifying  as  to  the 
applicable  standard  of  skill  and  care  is  familiar 
with  the  degree  of  skill  ordinarily  employed  in 
Delaware.  In  a substantial  percentage  of  cases 
there  is  a time-consuming  and  expensive  dispute 
over  whether  the  expert  has  sufficient  familiari- 
ty with  the  way  medicine  is  practiced  in 
Delaware.  Since  Delaware  physicians  are  part  of 
a cosmopolitan  community  whose  members  have 
access  to  the  same  literature,  training  and  equip- 
ment as  physicians  from  other  localities,  and 
medical  treatment  in  Delaware  is  generally 
no  different  than  in  other  communities, 
the  issue  is  usually  meaningless.  Since  the 
statutory  requirement  engenders  these  expen- 
sive and  time-consuming  disputes  which  serve  no 
valid  purpose,  we  recommend  that  it  be 
eliminated. 

If  there  is  not  enough  medical  malpractice 
litigation  in  Delaware  to  keep  a master  busy 
handling  discovery  matters  with  pending 
medical  malpractice  litigation,  nothing  in  this 
recommendation  should  be  interpreted  as  bar- 
ring a master  from  assisting  the  Superior  Court 
workload  in  any  manner  deemed  fit  by  the 
judiciary. 

MINORITY  COMMENT 

A minority  of  the  Task  Force  dissents  from  the  , 
recommendation  that  a master  or  case  manager 
be  added  to  the  Superior  Court  to  expedite 
medical  malpractice  cases.  Litigants  in  the 
Delaware  Superior  Court  currently  have  the 
benefit  of  an  excellent  judiciary  skilled  in  the 
management  of  cases.  We  suggest  that  the  addi-  i 
tional  management  of  medical  malpractice  cases  i 
recommended  in  this  report  be  conducted  by  the  i 
Superior  Court  judges.  From  time  to  time,  difficult  i 
questions  arise  in  the  pretrial  proceedings  of  t 
medical  malpractice  cases  (and  all  other  cases),  i 
If  the  responsibility  for  managing  cases  is  t 
distributed  throughout  the  Court,  the  citizens  of  ! r 
Delaware  will  have  the  benefit  of  a diversity  of  : 
judicial  thought  in  dealing  with  those  problems,  i o 
This  would  be  preferable  to  having  all  such  ques- 
tions  decided  by  one  master  — who  might  well  be  j p 
less  qualified  than  any  of  the  judges.  To  the  extent  i a 
that  the  Superior  Court  lacks  the  resources  to  (] 
take  on  the  added  responsibility  recommended  in  S 
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the  Task  Force  report,  we  recommend  that  an 
additional  judge  be  added  to  the  court. 

MINORITY  COMMENT 

A separate  minority  dissents  from  the  recom- 
mendation to  repeal  18  Delaware  C,  Subsection 
6854.  One  of  the  purposes  behind  the  st  atute  was 
to  eliminate  the  so-called  “wandering  expert,” 
who  is  in  essence  a “professional  witness.”  The 
dispute  over  familiarity  with  Delaware  practice 
is  not  always  time  consuming  and  expensive  and 
is  often  avoided  by  plaintiffs  counsel  obtaining 
concession  from  the  doctor  defendant’s  expert 
that  the  standard  involved  is  regional  and/or  na- 
tional. On  the  other  hand,  keeping  the  statute 
provides  some  screening  mechanism.  The 
thought  that  local  physicians  would  be  less  will- 
ing to  testify  against  others  of  a self-insurance 
plan  is  theoretical.  As  a practical  matter,  almost 
all  plaintiffs’  experts  are  presently  non-Delaware 
doctors  who  are  not  “wandering  experts”  and  are 
routinely  permitted  to  testify. 

iW.  ALTERNATE  CONFLICT  RESOLUTION 

There  are  many  forms  of  alternative  dispute 
resolutions,  ranging  from  formal  arbitration  pro- 
ceedings to  case-specific  methods.  The  Task  Force 
recommends  that  the  Insurance  Commissioner 
i authorize  it  to  appoint  a specific  committee  of  ex- 
verts  to  design  an  alternative  dispute  resolution 
mechanism. 

MINORITY  COMMENT 

A minority  of  the  Task  Force  believes  that  an 
alternative  dispute  resolution  mechanism,  such 
as  arbitration,  would  be  appropriate  only  if  its  use 
is  agreed  upon  by  the  patient  and  the  physician 
after  the  treatment  which  has  given  rise  to  the 
claim.  While  the  arbitration  of  a medical 
malpractice  claim  may  be  superficially  attractive 
;o  a patient  because  it  might  bring  about  a quick 
resolution  of  the  claim,  arbitration  would  often 
deprive  the  patient  of  a fair  chance  to  make  his 
or  her  case.  In  medical  malpractice  cases,  relevant 
iacts  are  usually  within  the  knowledge  of  the 
ohysician  and  his  or  her  agents  and  are  not  readily 
available  to  the  patient.  Often  it  is  only  through 
die  cumbersome  pre-trial  process  available  in  the 
Superior  Court  and  the  Federal  Court  that  a pa- 


tient’s attorney  is  able  to  dig  out  the  facts, 
establish  the  truth  and  — when  the  facts  show 
that  the  patient  was  injured  by  substandard 
medical  care  — prevail.  Thus,  it  would  be  unwise 
for  a patient  to  enter  into  an  arbitration  contract 
before  he  or  she  has  been  injured,  learned  of  the 
potential  claim  and  obtained  legal  advice. 

A.  Exclusion  of  Neurologically  Damaged  Babies 
from  Tort  System. 

The  Task  Force  notes  that  certain  states  have 
legislation  providing  for  medical  expenses  and  care 
of  certain  babies  neurologically  damaged  at  birth, 
thus  taking  them  out  of  the  Tort  system.  The  Task 
Force  recommends  that  legislation  to  accomplish 
this  be  adopted.  The  Task  Force  notes  that  this 
legislation  must  be  carefully  drafted  and  recom- 
mends a separate  study  on  this  subject. 

The  purpose  of  this  Act  would  be  to  assure  that 
the  full  amount  recovered  goes  to  the  affected 
baby,  and  those  responsible  for  its  care,  rather 
than  the  present  system,  where  up  to  75%  of  any 
recovery  may  go  to  attorneys  and  others  for 
representation  and  other  costs  of  litigation. 

An  added  benefit  of  the  Act  would  be  that 
claimants  would  be  compensated  more  ex- 
peditiously, and  would  avoid  the  expense,  in- 
convenience, and  uncertainty  of  protracted 
litigation. 

MINORITY  COMMENT 

The  Task  Force  has  not  reviewed  information 
which  justifies  recommending  adoption  of  legisla- 
tion taking  neurologically  damaged  babies  out  of 
the  Tort  system.  It  is  by  no  means  clear  that  a 
system  which  is  fair  to  the  damaged  babies  and 
broad  enough  to  eliminate  litigation  would  be 
financially  feasible.  Issues  as  to  how  a program 
for  neurologically  damaged  babies  would  work 
and  how  it  would  be  funded  should  be  considered 
by  the  Task  Force  before  it  recommends  that  the 
current  system  be  changed. 

B.  Early  Settlement  Incentive  Plan.  The  Task  Force 
recommends  the  implementation  of  an  early  settle- 
ment incentive  plan  in  Delaware  (Attachment  1). 
Such  a plan  would  require  legislation. 
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at  THE  OMEGA  CARDIOGRAPHIC  LAB 


A Complete  Diagnostic  Non-Invasive 
Laboratory  Offering: 


Color  Doppler  Echocardiography 
Echocardiography 

Two  Dimensional 
M-Mode 

Thallium  201  Exercise  Testing 


Treadmill  Exercise  Stress  Testing 
24  Hour  Holter  Monitoring 
Electrocardiograms 
30  Day  Transient  Arrhythmia  Detection 
Trans-Telephonic  Pacemaker  Evaluation 


OMEGA  CARDIOGRAPHIC  LAB,  INC. 

Building  G-36  / Newark,  DE  19713  / (302)  737-3700 
Omega  Professional  Center 

Monday  through  Friday  8.30  AM  to  5.00  PM  Studies  Interpreted  by:  Christopher  H.  Wendel,  M.D.,  F.A.G<| 

Ehsanur  Rahman,  M.D.,  F.A.C.C. 


. 

OUR  HEART'S  IN  THE  RIGHT  PLACE 


\ old  standard  black  and  whites  ...  just  aren't  good  enough  anymore! 


) Echocardiogram,  from  a patient  referred  B.  Same  patient  with  color  Doppler, 

CL  for  evaluation  of  a systolic  murmur,  unmasks  a jet  of  mitral  regurgitation, 

ppears  essentially  normal. 


D.  Same  patient  with  color  Doppler,  reveals  an 
easily  appreciated  jet  of  aortic  insufficiency. 


2D  image  is  from  a patient  referred  to 
the  evaluation  of  shortness  of  breath. 


le  first  lab  in  the  state  to  bring  you  Doppler  Echocardiography , is  now  proud  to  be  the  first  to 
troduce  the  128  Channel  Computed  Sonography  System  from  Acuson.  128  channels  effectively 
uble  the  clarity  and  quality  of  the  images  obtainable  from  the  standard  64  channel  systems  used 
other  labs.  Images  such  as  the  ones  shown  above  are  provided  with  every  report. 
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C.  Binding  Arbitration  of  Cross-claims  between 
Health  Care  Providers  and  Third-Party  payers. 

The  Task  Force  recommends  a mechanism  of 
binding  arbitration  between  health  care  providers 
and  third  parties  to  enable  them  to  resolve  cross- 
claims between  themselves  by  determining  the  ap- 
portionment of  responsibility  for  the  plaintiff s in- 
jury. The  timing  and  the  nature  of  the  arbitration 
proceeding,  that  is,  whether  it  should  be  before 
or  after  a hearing  on  the  plaintiffs  injury  or 
whether  it  should  be  public  or  private,  are  some 
of  the  areas  that  will  have  to  be  considered  when 
this  mechanism  is  established. 

MINORITY  COMMENT 

A minority  of  the  Task  Force  feels  that  any 
recommendation  of  arbitration  between  defend- 
ant health  care  providers  must  include  a recom- 
mendation that  all  testimony  and  documents 
used  in  the  arbitration  process  must  be  made 
available  to  all  parties  in  the  patient’s  lawsuit 
and  that  the  arbitration  hearing  must  be  held 
prior  to  the  trial  of  the  patient’s  lawsuit.  Lawyers 
experienced  in  medical  negligence  litigation  are 
aware  of  the  fact  that  it  is  often  the  competing  in- 
terests of  defendant  physicians  which  cause  the 
truth  to  come  out.  Permitting  such  physicians  to 
resolve  their  differences  in  private  or  to  resolve 
them  after  the  trial  of  the  patient’s  case  would 
enable  them  to  present  a united  front  against  the 
patient  and,  in  some  cases,  use  this  special  pro- 
cedure to  defeat  a patient’s  meritorious  claim. 

VI.  PUNITIVE  DAMAGES 

The  Task  Force  recommends  legislation  redirect- 
ing a portion  of  punitive  damages  awards  from  the 
patient  and  the  patient’s  attorney  to  a societal  pool. 

It  is  recognized  by  the  Task  Force  that  punitive 
damages  are  extremely  rare  in  medical  malprac- 
tice cases  in  Delaware.  The  Task  Force  recom- 
mends the  allocation  of  medical  malpractice 
punitive  damages  to  a societal  pool  with  the 
thought  that  the  state  might  consider  providing 
a portion  of  all  other  punitive  damage  awards  to 
the  pool  as  well. 

VII.  PREVENTING  MEDICAL  MALPRACTICE 

Primary  responsibility  for  preventing  medical 
malpractice  rests  with  the  medical  community 
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itself.  The  state  should  assist  in  every  reasonable 
way  to  encourage  safe  practices  and  tighter 
licensing  procedures.  The  Task  Force  recommends 
that 

1.  Formal  procedures  be  established  for  claim  set- 
tlement reports  to  be  shared  promptly  with  Board 
of  Medical  Practice. 

Because  of  time  delay  between  settlement  and 
report,  it  is  possible  for  someone  to  continue  prac- 
ticing when  perhaps  they  should  be  restricted. 

2.  Carriers  be  required  to  report  to  the  Insurance 
Department  and  Board  of  Medical  Practice  any 
physicians  with  two  or  more  claims  ( not  incident 
reports)  made  against  them  during  any  12-month 
period.  Penalties  for  not  reporting  should  be 
considered. 

Our  data  indicates  3%  of  the  practicing  physi- 
cians have  accounted  for  almost  half  of  the 
claims.  It  is  critical  that  the  Medical  Society  and 
the  Board  of  Medical  practice  develop  methods  to 
identify  those  very  few  physicians  who  are  poten- 
tial problems  as  quickly  as  possible. 

3.  The  Board  of  Medical  Practice  establish  review 
procedures  for  serious  cases  and  multiple  claim 
situations. 

The  Board  of  Medical  Practice  requires  addi- 
tional funding  and  requires  it  immediately.  We 
urge  adequate  funding  of  all  health  care  profes- 
sional regulatory  boards. 

4.  The  state,  in  conjunction  with  the  Medical 

Society,  organize  and  sponsor  a series  of  statewide 
seminars  for  physicians  — “ Preventing 

Malpractice”  Topics  should  include  Record  Keep- 
ing, Physician/Patient  Relationships,  Patients’ 
Rights,  The  Law,  etc. 

ATTACHMENT  1 

Early  Settlement  Incentive  Plan 

1.  After  discovery  is  substantially  complete,  the 
court  shall  hold  a settlement  conference  with 
counsel  and  representatives  of  the  parties  who 
are  authorized  to  negotiate.  Within  five  days  of 
the  settlement  conference,  the  parties  shall  trade 
written  offers  (hereinafter  “Paragraph  1 offer”) 
to  settle  the  case.  (Nothing  in  this  rule  shall  pro- 
hibit a defendant  from  offering  zero  dollars.) 
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2.  For  the  purpose  of  this  rule,  plaintiffs  whose 
claims  are  related  (such  as  an  injured  person  and 
a spouse  who  present  a claim  for  loss  of  consor- 
tium, or  the  representative  of  an  estate  present- 
ing a survival  claim  and  beneficiaries  under  10 
Del.  C.  Section  3724  presenting  a wrongful  death 
claim)  shall  be  deemed  to  be  one  plaintiff.  The 
Paragraph  1 offers  they  make  shall  be  aggregated 
and  deemed  to  be  one  Paragraph  1 offer  and  any 
verdicts  in  their  favor  shall  be  aggregated  and 
deemed  to  be  one  verdict,  for  the  purpose  of  deter- 
mining the  mathematical  relationship  between 
the  size  of  offer  and  the  verdict. 

3.  For  the  purpose  of  this  rule,  if  there  are  multi- 
ple defendants,  some  of  whom  may  be  held  liable 
for  the  conduct  of  others  by  reason  of  the  relation- 
ship between  those  defendants  (such  as  an 
employer  who  is  responsible  for  its  employees’ 
conduct),  they  shall  be  deemed  to  be  one  defend- 
ant for  the  purposes  of  this  rule.  The  Paragraph  1 
offers  they  make  shall  be  aggregated  and  deemed 
to  be  one  Paragraph  1 offer  and  any  verdicts 
in  their  favor  shall  be  aggregated  and  deemed  to 
be  one  verdict,  for  the  purpose  of  determining  the 
mathematical  relationship  between  the  size  of  of- 
fer and  the  verdict.  (If  defendants  who  would  not 
be  liable  for  the  conduct  of  each  other  by  reason 
of  the  relationship  between  those  defendants 
make  a joint  Paragraph  1 offer,  they  shall  be 
deemed  to  be  one  defendant  for  the  purposes  of 
this  rule  and  any  verdicts  against  them  shall  be 
aggregated  and  deemed  to  be  one  verdict). 

4.  In  any  case  where  (i)  there  is  a verdict  in 
plaintiff  s favor,  and  (ii)  there  is  one  plaintiff  and 
one  defendant,  as  defined  in  this  rule,  or  there  is 
one  plaintiff  and  multiple  defendants  but  no  ap- 
portionment of  liability  among  defendants,  any 
judgement  entered  on  a verdict  for  plaintiff  shall 
be  modified  in  accordance  with  the  following: 

(a)  If  plaintiff’s  Paragraph  1 offer  exceeds 
125%  of  the  verdict  and  defendant’s  Paragraph  1 
offer  exceeds  75%  of  the  verdict,  the  judgement 
which  would  otherwise  be  entered  on  the  verdict 
shall  be  reduced  by  a sum  equal  to  15%  of  the 
verdict. 

(b)  If  defendant’s  Paragraph  1 offer  is  less  than 
75%  of  the  verd  ict  and  the  amount  demanded  by 
plaintiff  is  less  than  125%  of  the  verdict,  the 
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judgement  which  would  otherwise  be  entered  on 
the  verdict  shall  be  increased  by  a sum  equal  to 
15%  of  the  verdict. 

5.  In  any  case  where  (i)  there  is  a verdict  in  a 
plaintiffs  favor,  (ii)  the  plaintiff  makes  one 
Paragraph  1 offer  against  multiple  defendants  in 
an  amount  which  does  not  exceed  125%  of  the  ver- 
dict, and  (iii)  there  is  an  apportionment  of 
liability  by  the  jury,  any  defendant  whose 
Paragraph  1 offer  is  less  than  75%  of  the  product 
of  the  verdict  multiplied  by  the  percentage  of 
liability  found  against  that  defendant  shall,  in 
addition  to  the  judgement  which  would  otherwise 
be  entered  on  the  verdict,  have  judgement 
entered  against  it  in  an  amount  equal  to  15%  of 
the  product  of  the  verdict  multiplied  by  the 
percentage  of  liability  found  against  that 
defendant. 

NOTE:  Most  of  the  permutations  of  defendants 
and  plaintiffs  are  covered  by  the  above. 
There  are  a few  unusual  cases  which 
would  not  be  covered,  so  that  if  this  sug- 
gestion is  accepted,  rules  would  also  have 
to  be  provided  for  those  cases. 


PURELY  REFRESHING. 


Imagine  the  best  cup  of  wafer 
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OUR  BOTTLED  WATER  SERVICE  FEATURES 


» Mountain  Spring 
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• V'ew  filter  design 
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TAKEA-BREAKi 
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EDITORIALS 


Members  of  the  Medical  Society  of  Delaware  are  invited  to  submit  material. 
Preferred  length  is  approximately  250-500  words.  For  further  information 
contact  the  Journal  office,  658-3957. 


INTIMIDATION  AND  RESTRAINT  OF  TRADE 


From  time  to  time  I write  an  editorial  and  then 
later  decide  not  to  publish  it,  usually  because  it 
is  not  relevant,  too  controversial,  not  controver- 
sial enough,  poorly  timed,  too  long  or  some  other 
reason.  One  that  I never  published  urged  doctors 
to  get  involved  in  some  organized  religion  and  at- 
tend services  regularly.  It  seemed  that  it  wouldn’t 
hurt  anyone  to  meditate  once  in  a while,  and 
listen  to  a weekly  review  of  religious/ 
philosophical  precepts.  Friends,  however,  urged 
me  not  to  print  it,  first  because  it  had  no  direct 
bearing  on  medical  practice,  and  second  because 
much  of  the  contention,  strife  and  serious 
mischief  of  this  world  is  done  in  the  name  of 
religion.  This  has  stuck  in  my  mind,  and  I must 
admit  a pretty  strong  case  can  be  built  on  this 
concept.  However,  I really  don’t  believe  it  is  the 
religion  that  is  at  fault,  but  the  fanatic  sort  of  peo- 
ple who  all  too  frequently  are  attracted  to  it.  It 
is  these  self-righteous  people  who  are  found  in 
any  and  all  religions  who  try  to  force  their  beliefs 
on  others  and  create  the  problem.  A list  of  ex- 
amples of  this  is  almost  endless,  and  I shall  not 
bore  you  with  trying  to  compile  such  a list.  Wise- 
ly, the  people  who  laid  the  foundation  for  our 
republic  guaranteed  freedom  of  religion,  specify- 
ing a separation  of  church  and  state  and  forbid- 
ding any  law  promoting  or  proscribing  any 
specific  religion.  Surprisingly,  as  we  think  back 
through  history,  this  is  one  of  the  first  countries 
to  provide  this,  and  even  here  we  are  still  having 
trouble  defining  and  enforcing  it. 

There  are  many  more  subtle  ways  for  zealots  to 
enforce  their  beliefs  on  others  than  passing  laws 
or  engineering  court  decisions.  The  JAMA  in  its 
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August  21  issue  called  attention  to  one  that  I 
think  we  as  physicians  should  be  particularly 
concerned  with.  A pharmaceutical  company 
developed  a medication  that  blocks  corticosteroid 
receptors.  It  has  many  potential  uses  in  cancer 
therapy,  hypertension,  immunology,  age  and 
stress,  but  one  use  that  has  caused  a problem  is 
that  it  blocks  progesterone.  This  causes  loss  of 
pregnancies  younger  than  seven  to  nine  weeks  of 
gestation.  It  is  safe  and  effective  and  has  found 
wide  usage  in  Europe.  However,  a very  vocal 
minority  of  our  citizens  have  threatened  to 
boycott  all  the  company’s  products  if  it  is  released 
in  this  country.  The  company  cannot  afford  to  risk 
loss  of  up  to  40%  of  its  business  so  has  backed  off, 
and  agreed  not  to  release  it.  One  wonders  what 
would  happen  if  the  opposing  side  in  the 
controversy  threatened  a boycott  if  the  drug  were 
NOT  released.  So  far  they  have  not  tried  to  force 
their  beliefs  on  others.  That  would  really  create 
a stalemate  detrimental  to  everyone.  The 
company,  of  course,  is  Hoechst  Roussel  and  the 
drug,  RV  486,  mifepristone. 

The  AMA  article  suggests  the  company  turn 
over  the  rights  to  test  and  market  the  drug  to 
some  organizations  less  vulnerable  than  it  is. 
That  might  work,  or  it  might  rely  on  the  medical 
profession  to  stand  up  to  that  sort  of  threat  and 
intimidation  and  write  prescriptions  without 
regard  to  the  manufacturer,  or  perhaps  even 
strongly  support  Hoechst  Roussel  as  being  the 
victim  of  an  unfair,  unethical  and  immoral 
restraint  of  trade. 

E.  Wayne  Martz,  M.D. 
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CAN  YOUR 
INSURER 

STAND  THE 


Providing  insurance  protectioi 
to  physicians  and  surgeons  again: 
malpractice  lawsuits  requires  an 
insurer  with  a solid  financial 
foundation. 

The  insurance  organization 
behind  our  professional  liabilit 
program  is  CNA  Insurance 
Companies,  rated  At  by  A.M.  Be 
and  AAA  by  Standard  & Poor’s  - 
the  industry’s  highest  standards. 


CNA’s  standards  mean  better  options  for  you. 

> liability  coverage  up  to  $5  million,  plus  defense  costs 

> separate  policy  limits  available  for  para-professionals 
• separate  corporation-policy  available 

premium  reductions  of  50%  for  practicing  less  than 
full-time;  50%  for  a new  physician’s  first  year  of 
practice,  and  25%  for  the  second;  and  5%  for  three 
years  after  attending  CNA’s  loss  control  seminar 
■ contractual  liability  protection  when  serving  HMOs, 
PPOs,  or  IPAs 

antitrust  suit  coverage  for  accreditation  committee 
members 

no  settlements  made  against  you  without  prior  consent 
eight  easy  billing  installments  at  no  extra  cost 
optional  umbrella  coverage  against  losses  above  your 
regular  auto  and  homeowners  policy 

^NA’s  Claims-Made  Policy  works 
vhen  you  need  it. 

You’re  insured  against  incidents  occurring  within  the 
policy  year  and  reported  before  the  expiration  of  the 
policy. 

With  yearly  renewal,  you  are  protected  against  claims 
from  incidents  that  occurred  in  the  prior  years  covered 
by  the  policy. 

Extended  Reporting  Protection  (TAIL)  This  protection 
is  provided  at  no  cost  to  you  or  your  estate  should  you 
die  or  become  disabled.  It  is  also  free  if  you  retire  at 
age  60  or  older  and  have  been  continuously  insured 
with  CNA  for  5 years  or  more. 

If  you  are  transferring  to  CNA  from  another  Claims- 
Made  Policy  insurer,  you  need  not  buy  extended 
protection.  CNA  can  provide  Prior-Acts  Insurance 
1 and  begin  your  coverage  at  the  same  Claims-Made 
step  of  the  prior  policy. 


We  want  you  to  read  the  fine  print. 

With  some  liability  insurers,  a policy  can  actually 
be  a Claims-Made  program  even  though  the  policy’s 
name  suggests  you  get  mora 

So  read  the  policy.  If  you  do,  you’ll  also  find  that 
CNA  covers  any  person  named  in  the  policy,  plus: 

• any  approved  “Locum  Tenens” 

• any  physician  who  becomes  a partner,  stockholder,  or 
employee,  provided  you  notify  CNA  and  supply  the 
physician’s  application  within  30  days 

• any  non-M.D.  staff  member  serving  the  firm 

Other  insurers  may  only  protect  the  persons  named 
on  the  policy. 

CNA  liability  insuranca  It  can  take  the  stress. . . 
so  you  won’t  have  to. 


Available  only  from: 

Professional  Liability  Insurance,  Inc. 
Zutz  & Company 
Wilmington,  DE 
302-658-8000 

KT&D,  Inc. 

Wilmington,  DE 
302429-8500 

Endorsed  by  the 
Medical  Society  of  Delaware 


M0AN|te 

628  Hebron  Avenue  (203)  633-8686 
OVA  This  insurance  is  provided  by  Suite  212  1-800-533-4539 

or  am  th.  commitment.  You  Make " Continental  Casualty  Company.  Glastonbury,  CT  06033  FAX  (203)  659-1872 


! hysiciam 
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ww  ith  POS,  you  get  the  strength  and  stability  of  SMS, 
the  leading  provider  of  healthcare  information  systems, 
combined  with  the  personalized  service  that  you  would 
expect  only  from  a small  company 


In  today’s  demanding  and  ever  changing  healthcare  environment,  you  need  an 
information  system  that  will  help  you  meet  business  challenges  and  competition 
head-on. 

SMS’  Physicians  Office  System  (POS)  can  give  you  that  edge.  POS  is  a comprehensive 
medical  information  system  offering  all  the  features  required  by  large  clinics,  but 
designed  specifically  for  solo  and  group  medical  practices. 


• Advanced  Features.  POS  capabilities  go  far  beyond  billing  office  functions  - they 
also  include  extensive  management  and  clinical  tools,  HMO  support,  automated 
appointment  scheduling  and  physicians  access  to  patient  information  residing 

in  your  hospital’s  system. 

• Backed  By  The  Industry  Leader.  POS  system  software  is  developed  and 
offered  by  SMS,  the  leading  provider  of  healthcare  information  systems 
in  the  U.S.  and  Europe.  With  over  20  years  of  experience  and  10,000 
physicians  as  clients  nationwide,  SMS  will  be  around  to  support 
you  not  only  today,  but  in  many  years  to  come. 

• State-Of-The-Art  Hardware.  POS  runs  on  state-of-the-art  IBM 
hardware  that  is  easily  expandable  and  adaptable  to  future 
requirements.  With  IBM,  you  can  be  sure  that  your 
medical  information  system  uses  the  best  and  most 
valued  hardware  in  the  marketplace. 

But  most  importantly  - POS  is  delivered  with  a 
personal  touch.  SMS  representatives  are  involved 
with  our  clients  from  the  moment  they  choose 
our  system.  We  provide  continuity  by  guiding 
them  through  both  their  training  and  system 
installation.  And  we  are  always  available 
to  answer  questions  and  to  help  them 
accommodate  new  regulatory 
requirements. 

Call  us  today  - and  learn  more 
about  the  POS  personal  touch. 


Physicians  Services  Division 
5 1 Valley  Stream  Parkway 
Malvern,  PA  19355 


OBITUARIES 


STUART  W.  ROSE,  M.D. 


Dr.  Stuart  W.  Rose,  a former  attending  chief  of 
Surgery  at  the  Delaware  Hospital,  died  on 
Wednesday,  August  22,  1990,  at  his  home  of 
cancer  of  the  esophagus.  He  was  73. 

Dr.  Rose,  a general  surgeon,  was  in  private  prac- 
tice for  nearly  30  years.  He  was  an  attending 
chief  of  surgery  at  the  old  Delaware  Hospital  (now 
Wilmington  Hospital)  during  the  1960s  where  he 
had  been  a staff  member  since  his  coming  to 
Wilmington  in  1951.  He  was  on  the  staff  at  the 
Wilmington  General  Hospital  as  well.  After 
retiring  from  active  surgical  practice  in  1981  he 
became  Director  of  Employee  Health  Services  at 
the  Wilmington  Medical  Center  for  six  years.  In 
addition,  Dr.  Rose  served  as  Vice  President  of  the 
Medical  Society  of  Delaware,  as  senior  counselor 
of  the  New  Castle  County  Medical  Society,  as  a 
member  of  the  Delaware  Academy  of  Medicine 
and  on  many  medical  committees  both  for  the 
Medical  Society  and  in  the  Medical  Center.  He 
was  a particularly  outstanding  member  of  the 
Hospital  Credentials  Committee  and  of  the  Selec- 
tions Committee  of  the  American  College  of 
Surgeons  for  its  Delaware  branch. 
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Dr.  Rose  was  born  in  Muncie,  Indiana,  in  1916. 
After  graduating  from  Choate  School  in  Wall- 
ingford, Connecticut,  he  attended  and  received 
his  B.A.  degree  from  Kenyon  College  in  Gambier, 
Ohio.  After  college  he  went  to  Indiana  Universi- 
ty School  of  Medicine  from  which  he  graduated 
with  an  M.D.  degree  in  1942.  There  was  a war  on 
and  Dr.  Rose  entered  the  U.S.  Naval  service  and 
interned  at  the  U.S.  Naval  Hospital  at  Treasure 
Island,  San  Francisco,  where  he  served  from 
January  1943  to  February  1944.  Following  this 
period  he  served  as  a Medical  Officer  and  Flight 
Surgeon  in  the  U.S.  Navy  in  the  Pacific  Theater 
until  1947  when  he  was  discharged.  From  1947 
to  1948  he  spent  15  months  in  a surgical  residen- 
cy at  Ball  Memorial  Hospital  in  Muncie,  Indiana, 
and  then  embarked  on  a three-year  surgical  pro- 
gram which  included  one  year  at  the  Graduate 
School  of  the  University  of  Pennsylvania  in 
surgery  and  two  years  in  surgery  at  the  Montreal 
General  Hospital  and  at  the  Royal  Victoria 
Hospitals,  completing  his  training  in  1951.  Upon 
completion  of  this  training  he  received  his  cer- 
tification as  a Diplomate  of  the  American  Board 
of  Surgery  in  1952.  He  came  to  Wilmington  in 
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1951  and  joined  the  staff  of  the  Delaware 
Hospital  on  February  1,  1952. 

I knew  Stu  Rose  practically  since  he  and  his 
lovely  wife,  and  physician,  came  to  Wilmington. 
They  were  neighbors.  We  socialized,  and  our 
children  played  together.  We  had  similar  in- 
terests in  the  arts  since  we  both  did  some  paint- 
ing and  sculpture.  Stu  Rose  was  a big  man 
physically  and  a gentleman  to  the  core  with  a 
fastidious  manner  in  his  relationships  with  other 
people,  adhering  to  standards  of  good  manners  at 
all  times.  He  was  also  a stickler  for  the  proper  use 
of  the  English  language.  It  hurt  him  to  hear  it 
abused,  sometimes  to  the  point  that  he  made  no 
bones  about  calling  the  errors  to  the  attention  of 
the  individual  making  them.  His  other  activities 
included  a serious  interest  and  a highly 
developed  skill  in  photography.  His  artistic  ef- 
forts might  be  remembered  by  some  in  the  large 
collage  he  did  which  hung  at  the  Academy  of 


Medicine  for  some  time,  baffling  some  and  amus- 
ing others. 

He  was  an  active  Rotarian  and  a Paul  Harris 
Fellow  of  the  Rotary  International. 

He  is  survived  by  his  wife  of  44  years,  Barbara 
B.  Rose,  M.D.;  a son,  Frederick,  of  Los  Angeles; 
a daughter,  Julia,  of  Northampton,  Mass- 
achusetts; and  four  grandchildren. 

Memorial  services  were  held  on  August  27  at 
the  Cathedral  Church  of  St.  John,  10  Concord 
Avenue,  Wilmington.  These  were  attended  by  a 
large  number  of  his  colleagues  and  friends  who 
join  me  in  saluting  the  departure  of  a real  friend 
and  colleague  who  was  not  only  a good  surgeon 
but  a gentleman  of  rare  quality.  We  shall  miss 
him. 

Norman  L.  Cannon,  M.D. 


Now  in  Delaware 


Princeton  Insurance  Company 

Gives  you  a choice  of  professional 
liability  coverages  - 

• Occurrence  Plus 

• Claims-Made  Advantage 

• Claims-Made 

See  our  ad  opposite  "Grand  Rounds" 
for  more  details. 
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Princeton  Insurance  Company 

4 North  Park  Drive  • Hunt  Valley,  MD 
(301)  785-0900 


SEXUAL  FUNCTION  CENTER 
THOMAS  JEFFERSON  UNIVERSITY  HOSPITAL 
AND 

CONTINUING  MEDICAL  EDUCATION 
JEFFERSON  MEDICAL  COLLEGE 

PRESENT 

Newer  concepts 
and 

Therapy  of 
impotence 

Friday  November  16, 1990 

Jefferson  Alumni  Hall 
Jefferson  Medical  College 
Philadelphia,  PA 

Stanley  N.  Cohen,  M.D 
Director 


FOR  ADDITIONAL  INFORMATION,  CALL: 

Continuing  Medical  Education,  Jefferson  Medical  College  (215)  955-6992 
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FROM  THE  AMA 


PHYSICIAN'S  RECOGNITION  AWARD 


During  the  month  of  October,  all  of  the  physi- 
cians in  the  state  of  Delaware  who  do  not  have 
valid  certificates  for  the  AMA  Physician’s 
Recognition  Award  will  be  mailed  an  application 
form.  The  form  is  sent  as  a service  to  physicians, 
both  AMA  members  and  nonmembers,  who  are 
interested  in  receiving  recognition  of  their  con- 
tinuing medical  education  activities. 

The  Physician’s  Recognition  Award  (PRA)  was 
established  by  the  AMA  House  of  Delegates  in 
1968.  The  purpose  of  the  award  is  to  encourage 
participation  in  continuing  medical  education 
and  to  recognize  physicians  who  complete  accept- 
able programs  of  continuing  medical  education. 
About  24,000  physicians  apply  for  the  PRA  each 
year.  About  73,000  have  valid  certificates.  The 
certificate  is  a tangible  way  for  physicians  to 
demonstrate  that  they  have  engaged  in  continu- 
ing medical  education  in  order  to  maintain 
knowledge  and  skills. 

Certificates  suitable  for  framing  are  provided 
for  one  year,  two  years,  or  three  years  of  effort. 
One-year  certificates  require  a total  of  50  hours 
of  continuing  medical  education,  20  hours  of 
which  must  be  AMA  PRA  Category  I.  Two-year 
certificates  require  100  hours  of  education,  40  of 

Del  Med  Jrl,  October  1990-Vol.  62,  No.  10 


which  must  be  AMA  PRA  Category  I.  Three-year 
certificates  require  150  hours  of  education,  60  of 
which  must  be  AMA  PRA  Category  I.  The  object 
of  providing  certificates  recognizing  different 
lengths  of  activity  is  to  make  it  possible  for  physi- 
cians to  report  completed  education  to  the  AMA 
and  to  another  organization,  such  as  a state 
licensing  board,  that  requires  reporting  at 
different  intervals. 

The  certificate  is  accepted  by  a number  of  states 
as  evidence  that  continuing  education  required 
for  re-registration  of  the  license  has  been  com- 
pleted. Both  participation  in  lectures  and 
demonstration  activities,  and  in  self-learning  ac- 
tivities can  be  reported.  Activities  that  meet 
educational  standards  established  by  the 
Association  can  be  designated  “AMA  PRA 
Category  I”  by  educational  institutions  ac- 
credited for  continuing  medical  education.  State 
medical  societies,  medical  specialty  societies, 
medical  schools,  and  hospitals  are  among  the  in- 
stitutions accredited  for  continuing  education. 

For  more  information  call  Arthur  Osteen, 
Ph.D.,  American  Medical  Association,  (312) 
464-4677. 
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PHILADELPHIA  HEART  INSTITUTE 

Presbyterian  Medical  Center 

I Cardiology 
Update  v 

designed  for  the  physician  and  provides  an  intensive 
survey  of  the  current  status  of  clinical  cardiology.  . . 


Wednesday,  December  5,  1990 

Angina  Pectoris 

Moderator:  Ami  E.  Iskandrian,  M.D. 

3:00-3:30  Angina  pectoris  in  patients  with  coronary  heart  disease  - 
Ami  E.  Iskandrian,  M.D. 

3:30-4:00  Angina  pectoris  in  patients  with  non-coronary  disease- 
William  Corin,  M.D. 

4:00-5:00  Case  Presentations  - Sally  G.  Beer,  M.D. 

Panel  Discussion  - Philip  A.  Bhark,  M.D.,  Michael  S.  Feldman,  MD., 
Marvin  Rosner,  D.O.,  William  J.  Untereker,  M.D.,  Jan  R.  Weber,  M.D. 

■ Case  Presentations  and  Panel  Discussions 

■ CME  Credits* 

■ No  Registration  Fee 

■ Call  for  Reservation  662-8627 

Scheie  Eye  Institute  Auditorium 

Presbyterian  Medical  Center 
39th  and  Market  Streets 
Philadelphia,  Pennsylvania  19104 

Presbyterian  Medical  Center  is  an  affiliate  of  the  University  of  Pennsylvania. 

* Presbyterian  Medical  Center  designates  this  continued  medical  education  activity  for  2 credit  hours 
in  Category  I of  the  Physician’s  Recognition  Award  of  the  American  Medical  Association  and  the  Penn- 
sylvania Medical  Society  Membership  requirement.  Nine  sessions,  18  credits. 


IN  BRIEF 


PHYSICIANS'  HEALTH 
COMMITTEE 


NATIONAL 
TELECONFERENCE  AND 
LOCAL  SYMPOSIUM 


ASCRS/ASOA 

SYMPOSIUM 


TOPICS  IN  CONTEM- 
PORARY MEDICINE 


DO  YOU  KNOW  AN  IMPAIRED  PHYSICIAN  OR  A PHYSICIAN  IN 
TROUBLE?  The  Physicians’  Health  Committee  wishes  to  help.  Please  call 
(302)  654-1001.  The  anonymity  of  the  caller  is  assured. 


CLINICAL  MEETINGS  AND  NOTICES 

A teleconference  entitled  “Everybody’s  At  Risk”  will  feature  a live  panel 
discussion  with  nationally  recognized  STD  experts.  Each  STD,  including 
HIV,  will  be  examined.  Local  symposiums  conducted  by  public  health  of- 
ficials and  primary  care  physicians  with  patient  STD  experience  will  focus 
on  local  information,  resources  and  reporting  requirements.  These  will  be 
held  at  the  Greater  Baltimore  Medical  Center  in  Baltimore  and  at 
Hahnemann  and  Thomas  Jefferson  University  Hospitals,  both  in 
Philadelphia,  Wednesday,  November  7.  The  AMA  designates  this  continu- 
ing medical  education  activity  for  three  credit  hours  in  Category  I of  the 
Physician’s  Recognition  Award  of  the  AMA.  For  more  information,  call 
800-621-8335. 


Symposium  on  Cataract,  IOL  and  Refractive  Surgery  and  the  Congress  on 
Ophthalmic  Practice  Management.  April  7-10,  1991,  Hynes  Convention 
Center,  Boston,  MA.  Programs  for  physicians  (AMA  Category  I CME  approved), 
administrators  and  nurses  and  technicians.  For  more  information,  call  (703) 
591-2220  or  write  ASCRS/ASOA,  3702  Pender  Drive,  Suite  250,  Fairfax,  VA 
22030. 


Ninth  annual  medical  seminar  at  Plummer’s  Great  Slave  Lake  Lodge, 
Northwest  Territories,  Canada,  July  20-July  27,  1991.  All  specialties. 
Category  I-approved,  23  CME  credits.  Sponsored  by  North  Memorial  Medical 
Center  and  University  of  Minnesota  Department  of  Family  Practice,  and  St. 
John’s  Regional  Health  Center,  Springfield,  MO.  Call  (612)  588-9478  for  more 
information. 
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In  Brief 


AMA  FALL 
WORKSHOP 
SCHEDULE 


Insurance  Processing  and  Coding  Workshop,  8:30  a.m.  to  5:00  p.m., 
December  4.  ICD-9  Coding  for  Doctors’  Offices,  8:30  a.m.  to  5:00  p.m., 
December  5.  Advanced  CPT-4  Coding,  8:30  a.m.  to  12:00  noon,  December 
6.  Medical  Collections  Management,  1:30  p.m.  to  5:00  p.m.,  December  6. 
Business  Side  of  Medicine,  8:30  a.m.  to  5:00  p.m.,  December  7.  All  workshops 
held  in  Baltimore,  Maryland.  Call  (800)  366-6968  for  more  information. 


HELP  TAKE  EPILEPSY  The  Delaware  Epilepsy  Association  will  kick  off  “Epilepsy  Awareness 
OUT  OF  THE  DARK  Month”  with  a tree-lighting  ceremony  in  front  of  the  Wilmington  Trust  Com- 
pany at  Rodney  Square  North  on  November  1 at  12:00  noon.  For  $1.00,  in- 
dividuals may  sponsor  the  lighting  of  each  of  approximately  10,000  candle 
lights,  which  symbolize  the  number  of  Delawareans  with  epilepsy.  Join  the 
public,  Mayor  Frawley,  John  Burris  of  the  Delaware  State  Chamber  of  Com- 
merce, and  Ollie  Dynes,  DEA’s  Ambassador  of  Good  Will. 


New  Open  For  Business: 
The  AMA  Member  Hotline. 

Reserved  exclusively  for  AMA  members,  to  get  information  fast  about 
membership  status,  delivery  of  your  JAMA,  and  all  your  other  AMA  benefits 

1-800-AMA-3211 
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at  today’s 

Wilmington  Hospital. 


With  our  newly  enlarged 
and  renovated  facility... with 
the  utmost  in  new  low-dosage 
screening  and  diagnostic  imaging 
equipment... with  17  board  certi- 
fied radiologists... with  a profes- 
sional Medical  Center  of  Delaware 
staff  thoroughly  trained  and  ex- 
perienced in  mammography, 
Wilmington  Hospital’s  mammog- 
raphy service  has  assembled  all 
the  elements  to  assure  your  pa- 
tients the  finest,  most  sensitive 


professional  care  available. 

Our  downtown  Wilmington 
location,  with  free  valet  parking, 
provides  convenient,  easy  access 
as  well. 

After  they  arrive,  your  pa- 
tients will  appreciate  the  privacy 
and  comfort  of  this  separate  area 
of  our  Radiology  Department. 
Experienced  professionals  pro- 
vide prompt  and  courteous  at- 
tention. Our  intent  is  to  offer  the 
safest,  most  accurate  mammograms 


possible  in  a professional  and  car- 
ing environment — just  what  you 
expect  for  your  patients. 

Call  428-2251  to  schedule 
mammograms,  or  come  see  first- 
hand why  you  should  refer  your 
patients  to  today’s  Wilmington 
Hospital.  The  Medical  Center 
of  Delaware  welcomes  your  refer- 
rals for  this  important  means  of 
early  breast  cancer  detection,  and 
looks  forward  to  a strong  work- 
ing partnership. 


Wilmington  Hospital 

W MEDICAL  CENTER  OF  DELAWARE 


W-026,  6/88 
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Location  of  known  office  of  publication  and  general  business  office  is  1925  Lovering  Avenue,  Wilmington,  Delaware. 
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I certify  that  the  statements  made  by  me  above  are  correct  and  complete. 


MARK  A.  MEISTER 
Business  Manager 
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PRESIDENT  S PAGE 


William  H.  Duncan,  M.D. 
President 


Challenges  and  Paradoxes 


This  is  the  last  President’s  Page  that  I am 
privileged  to  write.  For  the  next  several  months 
this  task  as  well  as  the  leadership  of  the  Society 
will  pass  to  the  capable  hands  of  Ali  Hameli. 

The  President  of  the  Medical  Society  of 
Delaware  faces  many  challenges  and  paradoxes 
during  his  term.  The  challenges  and  the 
paradoxes  are  both  outside  and  within  the  Society 
itself.  This  past  year  was  no  exception. 

Perhaps  the  most  noteworthy  of  these  events 
was  the  final  passage  and  signing  into  law  of  H.B. 
Ill,  the  revisions  to  the  Medical  Practice  Act.  The 
challenge  was  to  get  it  passed  in  an  acceptable 
format  that  protected  the  citizens  of  Delaware  first 
and  foremost,  but  at  the  same  time  protected  the 
rights  of  the  physicians.  The  paradox  was  that 
there  was  a better  and  more  comprehensive 
approach  that  could  have  moved  Delaware  and  its 
legislative  leaders  of  this  type  of  legislation  into 
the  21st  century;  however,  political  expediency 
was  more  practical  for  all  concerned. 
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Members  of  the  Society  worked  endless  hours 
to  receive  approval  by  the  Accreditation  Council 
for  Continuing  Medical  Education  to  accredit 
CME  throughout  the  state,  but  as  my  term  ends, 
the  Society’s  program  is  still  in  its  infancy  and 
not  in  a position  to  handle  many  requests  for 
CME  accreditation. 

The  challenge  of  putting  the  Society  on  a firm 
and  reliable  financial  footing  was  the  most 
difficult  time  of  this  past  year.  Though  we  rank 
47th  out  of  50  in  the  amount  of  our  dues,  the 
increase  generated  lots  of  adverse  comments,  as 
did  our  AMA  unification  status.  To  meet  this 
challenge,  programs  were  cut  back,  staff  took  cuts 
and  essential  purchases  were  delayed. 

The  paradox,  of  course,  is  because  of  our  most 
conservative  approach  to  these  issues,  there  are 
no  new  or  innovative  programs  to  attract  younger 
physicians  as  they  see  that  our  Society  one  year 
after  another  only  replicates  the  year  before. 
Somehow,  sometime,  this  has  to  change  if  we  are 
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to  maintain  a prestigious  place  not  only  in 
society,  but  among  ourselves. 

The  Society  continues  to  support  the  premise 
that  affordable  medical  malpractice  insurance 
should  be  available  to  all  physicians  in  Delaware, 
and  to  that  end  created  the  Medical  Society  of 
Delaware  Insurance  Services  (MSDIS).  This  last 
year  the  Board  of  Trustees  enhanced  its  oversight 
activity  of  this  subsidiary  corporation  in  a 
number  of  ways,  such  as  inviting  the  President 
of  MSDIS  to  become  a permanent  “guest”  of  the 
Trustees  and  the  Trustees  providing  the  “Direc- 
tors and  Officers”  insurance  for  MSDIS.  The 
paradox  is  that  where  there  was  one  and  then  two 
companies  selling  malpractice  insurance  in  the 
state,  there  are  now  eight.  Who  does  the  Society 
approve  and  endorse?  What  are  the  criteria? 

The  Medical  Society  has  provided  to  members 
a group  health  insurance  capability  with  Blue 
Cross/Blue  Shield  of  Delaware.  This  year  the  cost 
to  the  subscriber  was  significantly  — and  I mean 
significantly  — higher  than  any  other  group  we 


could  identify.  By  discontinuing  this  “benefit,” 
our  members  made  “significant”  savings  in  their 
premiums.  If  this  is  not  a paradox,  what  is  ? 

Though  offered  the  opportunity,  few  of  our 
members  participated  in  the  Indigent  Care  Task 
Force.  The  challenge  was  to  assure  the  physician’s 
point  of  view  was  represented.  And  it  was.  The 
paradox  is  the  EDS  Medicaid  fiscal  system,  which 
has  created  significant  stress  between  patients, 
provider,  state  agencies  and  the  fiscal 
intermediary. 

Other  opportunities  this  year  included  the  ex- 
pansion of  the  Ethics  Committee  to  include  lay 
members;  a Standard  of  Care  Committee  to 
affirm  office  procedures;  the  development  of 
conference  call  capability  to  enhance  meeting 
attendance  and  a study  to  purchase  desk-top 
publishing  for  the  Journal. 

Please  agree  this  has  been  a very  interesting 
year! 

, T i ^ 

William  H.  Duncan,  M.D. 


Practice  Made  Perfect. 


We  can  help.  It  you're  ready  to  start  your  own  practice,  or 
expand  the  one  you  have,  talk  to  us.  We'll  take  good  care  of 
you  with  our  friendly  financial  expertise  and  wide  range  of 
services.  We've  had  1 28  years  of  practice  ourselves  — let  us 
help  you  with  yours. 


H 


ARTISANS' 

SAVINGS  BANK 


MEMBER 

FDIC 


WILMINGTON  658-6881 
KENT  COUNTY  674-3920 


THE  BANK  YOU  CAN  TALK  TO! 

9th  & Tatnall  Sts.  • Concord  Mall  • Dover  • Midway  • Polly  Drummond  & Graylyn  Shopping  Centers 
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images, 

greater  sensitivity  for 
Breast  Imaging... 


at  today’s 

Wilmington  Hospital. 


With  our  newly  enlarged 
and  renovated  facility. ..with 
the  utmost  in  new  low-dosage 
screening  and  diagnostic  imaging 
equipment... with  17  board  certi- 
fied radiologists... with  a profes- 
sional Medical  Center  of  Delaware 
staff  thoroughly  trained  and  ex- 
perienced in  mammography, 
Wilmington  Hospital’s  mammog- 
raphy service  has  assembled  all 
the  elements  to  assure  your  pa- 
tients the  finest,  most  sensitive 


professional  care  available. 

Our  downtown  Wilmington 
location,  with  free  valet  parking, 
provides  convenient,  easy  access 
as  well. 

After  they  arrive,  your  pa- 
tients will  appreciate  the  privacy 
and  comfort  of  this  separate  area 
of  our  Radiology  Department. 
Experienced  professionals  pro- 
vide prompt  and  courteous  at- 
tention. Our  intent  is  to  offer  the 
safest,  most  accurate  mammograms 


possible  in  a professional  and  car- 
ing environment — just  what  you 
expect  for  your  patients. 

Call  428-2251  to  schedule 
mammograms,  or  come  see  first- 
hand why  you  should  refer  your 
patients  to  today’s  Wilmington 
Hospital.  The  Medical  Center 
of  Delaware  welcomes  your  refer- 
rals for  this  important  means  of 
early  breast  cancer  detection,  and 
looks  forward  to  a strong  work 
ing  partnership. 


Wilmington  Hospital 

MEDICAL  CENTER  OF  DELAWARE 


W-026,  6/88 


The  choices  you  make  now 
may  make  all  the  difference  later. 


The  decisions  you  make  in  a crisis  will  have  a 
lasting  impact  on  your  patient's  health.  In  the 
same  way,  the  medical  malpractice  insurer  you 
choose  now  may  make  all  the  difference  to  your 
professional  and  financial  well-being  in  the 
years  ahead. 

When  you  choose  Princeton,  you're  choosing  a 
company  with  a solid  track  record.  A company 
with  years  of  experience  providing  professional 
liability  insurance  for  physicians,  and  a history 
of  successfully  defending  policyholders  against 
meritless  claims. 

You're  also  choosing  a company  that's  flexible 
enough  to  design  policies  that  meet  your 
individual  coverage  needs.  Our  innovative 
Occurrence  Plus  policy,  for  example,  combines 


the  best  features  of  standard  occurrence  and 
claims-made  and  offers  you  the  broadest 
insurance  protection  available. 

And  coverage  is  only  half  the  story.  Princeton 
has  seasoned  specialists  working  on  your  behalf 
— specialists  who  know  health  care  and  insur- 
ance — so  service  is  prompt  and  professional. 
Plus,  our  team  of  risk  management  consultants 
is  ready  to  answer  your  questions,  or  arrange  on- 
site educational  programs. 

Whether  it's  your  patient's  future,  or  your  own, 
that's  on  the  line,  making  the  right  choices  is 
critical.  Choose  the  insurer  that  offers  experi- 
ence, flexibility  and  service.  Choose  Princeton 
Insurance  Company.  Call  your  independent 
insurance  agent  today. 


Princeton  Insurance  Company 

4 North  Park  Drive 
Hunt  Valley,  Maryland  21030-1812 
(301)  785-0900 
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Oncologic  Emergencies 


Stephen  S.  Grubbs,  M.D. 
Donald  C.  Tilton,  D.O. 


CASE  PRESENTATION 

: Edwin  Trayner,  M.D. 

The  patient  is  a 39-year-old  white  male  who 
was  admitted  to  an  outside  hospital  with  a six- 
month  history  of  increasing  pain  in  the  mid-back. 
A family  physician  had  treated  him  with 
nonsteroidals  and  colchicine  for  presumed  ar- 
thritis with  partial  relief.  After  admission,  the 
patient  developed  urinary  retention  and  inabili- 
ty to  walk  secondary  to  weakness  in  his 
extremities. 

The  patient  complained  of  increasing  dyspnea 
on  exertion  over  the  several  weeks  prior  to  admis- 
sion. A pericardial  effusion  had  been  diagnosed 
approximately  six  months  previously  and  had 

Dr.  Grubbs  is  a member  of  the  Associate  Staff  of  the  Department  of  Medicine,  Sec- 
tion of  Oncology,  at  the  Medical  Center  of  Delaware. 

Dr.  Tilton  is  a member  of  the  Department  of  Radiation  Oncology  at  the  Medical 
Center  of  Delaware. 

Dr.  Trayner  is  a Resident  in  the  Department  of  Medicine  at  the  Medical  Center 
of  Delaware. 

Presented  at  Medical  Grand  Rounds,  Department  of  Medicine,  Medical  Center 
of  Delaware,  on  September  21,  1990. 
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been  empirically  treated  with  digoxin.  The 
etiology  of  the  effusion  was  unknown;  neither 
pericardiocentesis  nor  biopsy  had  been  performed. 
The  patient  also  had  a history  of  daily  sweats  and 
anorexia,  but  denied  fever  or  weight  loss. 

An  MRI  of  the  dorsal  spine  revealed  multiple 
compression  fractures,  spinal  cord  compression, 
and  soft  tissue  masses  near  the  vertebral  bodies. 
Chest  x-rays  showed  an  enlarged  cardiac 
silhouette  with  a widened  mediastinum. 

The  patient  worked  as  a guard  at  a prison  in 
southern  Delaware.  He  was  a heavy  smoker  but 
quit  two  years  previously.  He  also  had  a history 
of  heavy  alcohol  consumption  until  two  years 
before  admission. 

The  patient  was  transferred  to  the  Medical 
Center  of  Delaware  — Christiana  for  manage- 
ment. On  arrival  he  was  alert,  complaining 
of  lower  back  pain  and  an  inability  to  move 
his  lower  extremities.  His  pulse  was  120  and 
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respiratory  rate  24.  The  jugular  venous  pressure 
was  increased  by  inspection,  and  a right  cervical 
lymph  node  and  supraclavicular  lymph  nodes 
were  palpable.  The  lung  fields  were  clear,  and  the 
heart  sounds  were  normal  without  a pericardial 
rub.  On  neurological  examination,  there  was 
mild  weakness  in  the  lower  extremities,  in- 
cluding the  hip  flexors,  left  more  than  right. 
There  was  a sensory  level  to  T-2  on  the  left  and 
T-6  on  the  right,  and  bilateral  Babinski  responses 
were  present. 

The  patient  was  immediately  begun  on  dex- 
amethasone.  An  echocardiogram  confirmed  the 
presence  of  a large  pericardial  effusion,  and 
shortly  after  admission,  he  underwent  a pericar- 
dial window  placement  with  the  drainage  of  500 
cc  of  bloody  pericardial  fluid.  He  then  underwent 
a left  posterolateral  thoracotomy  with  T3-T4  cor- 
porectomy  and  anterolateral  decompression  of 
the  spinal  cord.  He  also  had  mediastinal  and 
pleural  mass  biopsies. 

Although  the  pericardial  fluid  cytology  was 
negative  for  malignant  cells,  the 
histopathological  diagnosis  of  nodular  sclerosing 
Hodgkin’s  lymphoma  was  made  by  lymph  node 
biopsy.  The  extent  of  disease  was  defined  as  IV-B 
with  a positive  bone  marrow  biopsy,  and 
mediastinal,  hilar,  and  periaortic  lymph  node  in- 
volvement by  CT  scan. 

Postoperatively,  the  patient  received  radiation 
to  the  involved  area,  and  he  was  begun  on  the 
“buttercup”  protocol,  including  BCNU, 
cyclophosphamide,  vinblastine,  prednisone,  and 
procarbazine.  He  experienced  slow  improvement 
during  his  hospital  course,  and  by  the  time  of 
discharge,  he  was  able  to  ambulate  without 
difficulty. 

DISCUSSION 

Stephen  S.  Grubbs,  M.D. 

The  patient  presented  today  had  two  of  the 
most  common  oncologic  emergencies:  cardiac 
tamponade  and  spinal  cord  compression  (SCC). 
While  it  is  unusual  for  one  patient  with  a 
malignancy  to  have  two  of  these  conditions 
simultaneously,  the  symptoms  and  signs  which 
he  demonstrated  were  typical  of  each  of  his 
cancer-related  emergencies.  In  this  presentation 
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I will  discuss  the  diagnosis  and  management  of 
cardiac  tamponade  and  SCC.  In  addition,  I have 
included  an  overview  of  the  superior  vena  cava 
syndrome  (SVCS). 

Cardiac  Tamponade 

Pericardial  involvement  is  frequently 
unrecognized  in  patients  with  malignancies; 
however,  in  some  autopsy  series,  pericardial 
metastases  can  be  demonstrated  in  up  to  30  per- 
cent of  cancer  patients.  Although  there  are  some 
rare  primary  tumors  of  the  pericardium,  pericar- 
dial involvement  is  usually  secondary  to 
metastases. 

Approximately  80  percent  of  all  metastatic  le- 
sions to  the  pericardium  arise  from  lung  cancers, 
breast  cancers,  lymphoma,  leukemia,  or 
melanoma.  Of  interest,  intra-abdominal 
malignancies  rarely  metastasize  to  the 
pericardium. 

Symptoms  of  pericardial  metastases  do  not 
usually  occur  until  the  patient  develops  a large 
effusion  or  pericardial  tamponade.  The  patient 
may  complain  of  dyspnea,  cough,  or  chest  pain, 
and  may  appear  apprehensive,  attempting  to  ob- 
tain maximal  relief  by  sitting  up  and  leaning  for- 
ward. Often,  however,  the  condition  develops  so 
insidiously  that  complaints  may  be  nonspecific 
or  even  absent.  Thus  the  physician  must  have  a 
high  index  of  suspicion  for  pericardial  metastases 
in  any  patient  with  a predisposing  malignancy. 

The  physical  findings  of  pericardial  tamponade 
can  be  explained  by  the  pathophysiology  of  the 
condition.  Normally  the  pericardial  sac  contains 
approximately  20  cc  of  fluid.  When  a patient  with 
metastatic  disease  develops  obstruction  of  lym- 
phatic and  venous  drainage  from  the  heart, 
pericardial  fluid  accumulates,  and  pressure  in 
the  pericardium  rises.  If  the  pericardial  pressure 
becomes  higher  than  the  right  heart  pressures, 
there  will  be  mural  collapse  of  the  right  atrium 
and  right  ventricle,  with  resulting  impedance  of 
blood  flow  to  the  heart.  Increasing  amounts  of 
fluid  in  the  pericardium  eventually  result  in 
pericardial  pressures  so  high  that  the  diastolic 
pressures  of  the  right  and  left  heart  are  equal.  In 
these  extreme  cases  cardiac  output  is  significant- 
ly impaired. 
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Thus,  most  patients  with  pericardial  tam- 
ponade have  jugular  venous  distension,  tachycar- 
dia, cardiac  enlargement,  and  distant  heart 
sounds.  Arrhythmias  are  common,  as  is  a pericar- 
dial friction  rub.  Pulsus  paradoxus,  a drop  in 
systolic  blood  pressure  on  inspiration  of  greater 
than  10  millimeters,  is  seen  in  approximately  75 
percent  of  patients.  However,  its  absence  does  not 
preclude  cardiac  tamponade;  patients  with  poor- 
ly functioning  left  ventricles  or  who  are 
significantly  hypotensive  may  have  cardiac  tam- 
ponade without  a pulsus  paradoxus.  In  the  event 
of  a large  or  rapidly  developing  pericardial  effu- 
sion with  tamponade,  systemic  hypotension, 
clinical  signs  of  increased  peripheral  vascular 
resistance/vasoconstriction,  and  poor  perfusion  of 
organs  may  be  present. 

The  amount  of  fluid  necessary  to  cause  these 
symptoms  is  variable.  Patients  previously  treated 
with  radiation  to  the  pericardial  area  may  have 
scarred,  poorly  compliant  pericardial  sacs,  and  in 
these  patients,  it  may  take  only  200  cc  to  cause 
tamponade.  In  others  with  more  compliant  ven- 
tricles, or  those  that  accumulate  fluid  slowly,  up 
to  a liter  or  more  of  fluid  may  be  required. 

On  chest  x-ray  there  is  usually  an  increased 
cardiac  silhouette  in  the  typical  water  bottle  ap- 
pearance. On  lateral  there  may  be  an  abnormal 
space  between  the  pericardium  and  the  epicar- 
dial  fat.  However,  patients  with  noncompliant 
pericardial  sacs  that  have  small  amounts  of 
pericardial  fluid  may  have  normal  chest  x-rays. 
Pleural  effusions  are  common  and  may  be  second- 
ary to  heart  failure  or  to  pleural  metastases. 
Usually  the  pulmonary  vascular  pattern  is  normal. 

Electrocardiographic  findings  include 
tachycardia  and  a low-voltage  QRS  complex. 
Electrical  alternans,  alternating  high-  and  low- 
voltage  p waves  or  ventricular  complexes,  has 
been  described  with  cardiac  tamponade;  however, 
it  only  occurs  in  approximately  5 percent  of 
patients. 

When  pericardial  tamponade  is  clinically 
suspected,  the  modality  of  choice  for  diagnosis  is 
the  echocardiogram.  Two-dimensional  echocar- 
diography is  somewhat  more  sensitive  than  M- 
mode  in  detecting  pericardial  effusions,  but  when 
the  two  are  performed  in  combination,  as  is 
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standard  today,  the  sensitivity  approaches  100 
percent.  In  situations  where  there  are  only  small 
amounts  of  fluid  causing  tamponade,  right  atrial 
and  right  ventricular  collapse  may  be  the  only 
sign  that  the  patient  has  an  incipient  pericardial 
tamponade. 

Computerized  axial  tomography  (CT)  serves  as 
an  adjunct  to  echocardiography  in  the  evaluation 
of  possible  pericardial  disease  and  can  provide  ad- 
ditional information  about  the  mediastinum. 
When  pericardial  fluid  is  obtained,  cytologies  are 
positive  in  up  to  80  percent  of  patients. 

In  rare  cases,  the  symptoms  and  noninvasive 
tests  are  unclear,  and  right  heart  catheterization 
is  necessary  for  diagnosis.  Increased  pericardial 
and  right  atrial  pressures  will  be  seen,  and  right 
atrial  and  right  ventricular  pressures  will  be 
similar.  With  severe  tamponade,  the  diastolic 
pressures  within  all  four  heart  chambers  are 
equal,  cardiac  output  is  significantly  reduced, 
and  the  systemic  blood  pressure  is  low. 

Treatment  of  pericardial  tamponade  depends 
upon  the  degree  of  hemodynamic  compromise  of 
the  patient.  Emergency  pericardiocentesis  is  the 
treatment  of  choice  for  patients  with  severe 
hemodynamic  compromise  but  is  rarely  required. 
Other  treatment  modalities  include  elective 
pericardiocentesis  with  subsequent  instillation 
of  tetracycline  into  the  pericardium  for  sclerosis, 
radiation  therapy  (RT),  or  surgery. 

When  treatment  success  is  defined  as  the  lack 
of  reaccumulation  of  tamponade  within  30  days, 
tetracycline  instillation  can  be  quite  effective, 
with  up  to  an  80  to  90  percent  success  rate.  Multi- 
ple instillations  are  necessary,  and  the  procedure 
is  associated  with  mild  fever,  pain,  and  ar- 
rhythmias. RT  has  been  shown  to  be  successful 
in  up  to  90  percent  of  patients  with  pericardial 
effusions  secondary  to  hematologic  malignancies 
such  as  lymphoma  or  leukemia.  Its  success  in  pa- 
tients with  other  types  of  malignancies  is  quite 
limited,  with  only  25  to  30  percent  of  malignant 
pericardial  effusions  being  controlled  with  RT. 

At  the  Medical  Center  of  Delaware,  surgery  is 
the  usual  way  in  which  control  of  malignant 
pericardial  effusions/tamponade  is  achieved. 
There  are  three  techniques  which  can  be  used. 
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Pericardial  stripping  is  usually  100  percent  effec- 
tive in  controlling  tamponade  but  requires 
thoracic  surgery  and  is  associated  with  signifi- 
cant morbidity  and  mortality.  Creation  of  a 
pericardial  window  is  a surgical  option  which  has 
been  shown  to  produce  good  long-term  control  but 
also  requires  general  anesthesia.  Sub-xiphoid 
pericardiotomy  is  the  preferred  technique 
because  it  requires  only  local  anesthesia,  has  a 
low  complication  rate,  and  can  be  done  quickly. 
Once  relief  of  the  malignant  pericardial  effusion 
has  been  accomplished,  the  overall  prognosis  is 
dependent  upon  the  ability  to  control  the 
underlying  malignancy. 

Dr.  Flinn:  The  first  sub-xiphoid  pericardiotomy 
was  performed  at  this  Medical  Center. 

Superior  Vena  Cava  Syndrome 

SVCS  is  defined  as  the  clinical  expression  of 
obstruction  to  blood  flow  through  the  superior 
vena  cava,  the  major  blood  vessel  that  returns 
blood  from  the  head,  neck,  arms,  and  upper  tor- 
so. The  SVC  is  approximately  6 cm  in  diameter, 
and  is  thin-walled  and  easily  compressed.  It  is 
located  in  the  middle  mediastinum  and  is  sur- 
rounded by  the  sternum,  trachea,  right  bronchus, 
aorta,  and  pulmonary  artery,  all  relatively  rigid 
tissues.  It  is  encircled  by  chains  of  lymph  nodes, 
including  perihilar  and  paratracheal  nodes.  Any 
malignancy  appearing  in  the  mediastinum  has 
the  potential  of  compressing  the  SVC. 

When  the  SVC  is  obstructed,  collateral  circula- 
tion may  develop.  Although  the  azygous  vein  is 
the  most  important  collateral  system,  other  col- 
laterals develop,  including  the  subcutaneous 
veins.  Thus,  engorgement  of  subcutaneous 
vessels  on  the  chest  wall  is  an  important  clinical 
feature  of  this  disorder. 

Symptoms  of  the  SVCS  are  usually  insidious  in 
onset.  Patients  commonly  present  with  dyspnea, 
facial  swelling  and  head  fullness,  cough,  arm 
swelling,  or  dysphagia.  Many  of  these  symptoms 
will  be  exacerbated  if  the  patient  increases 
venous  flow  to  the  head  and  upper  extremities  by 
bending  over.  On  physical  examination,  venous 

Dr.  Flinn  is  Chairman  of  the  Department  of  Medicine  at  the  Medical  Center 
of  Delaware. 
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distension  of  the  neck  and  chest  wall,  facial 
edema,  cyanosis,  plethora  of  the  face,  and  edema 
of  the  arms  may  be  present.  Stridor  secondary  to 
tracheal  compression  and  increased  intracranial 
pressure  are  rare  symptoms,  but  when  present 
represent  true  emergencies  requiring  immediate 
therapy. 

The  chest  x-ray  reveals  superior  mediastinal 
widening  in  greater  than  one  half  of  patients. 
Less  specific  radiographic  findings  may  also  be 
present,  such  as  pleural  effusion,  right  hilar 
mass,  bilateral  diffuse  infiltrates,  cardiomegaly, 
anterior  mediastinal  mass,  or  calcified 
paratracheal  lymph  nodes.  Other  radiographic 
studies  which  can  be  useful  include  CT  of  the 
mediastinum  with  contrast,  radionuclide 
technetium-99m  venography,  or  contrast 
venography.  The  latter  test  is  somewhat  con- 
troversial in  that  some  authors  have  claimed  that 
it  can  cause  tears  in  the  SVC  in  the  presence  of 
the  increased  pressures  seen  in  SVCS.  Documen- 
tation of  this  complication  in  the  literature  is 
lacking. 

There  are  multiple  causes  of  SVCS.  In  the  ear- 
ly half  of  the  century,  at  least  50  percent  of  all 
SVCSs  were  caused  by  nonmalignant  diseases,  of 
which  the  most  common  were  syphilitic 
aneurysms  and  tuberculous  mediastinitis.  Cur- 
rently, approximately  75  to  85  percent  of  SVCS 
are  caused  by  malignancies.  Within  the  last  few 
years,  however,  the  frequency  of  SVCS  from  non- 
malignant causes  may  have  risen,  primarily 
because  of  the  increasing  incidence  of  SVC 
thrombosis  secondary  to  chronic  indwelling  cen- 
tral venous  catheters. 

The  most  common  malignancies  causing  SVCS 
are  those  which  frequently  metastasize  to  the 
mediastinum.  Lung  cancers,  80  percent  of  which 
originate  from  the  right  lung,  are  the  cause  in  up 
to  70  percent  of  patients,  lymphoma  in  2 to  5 per- 
cent. Thymoma  and  germ  cell  tumors  are 
mediastinal  primaries  which  can  also  result  in 
SVCS.  Other  than  lung  cancer,  breast  cancer  is 
the  most  common  metastatic  malignancy  leading 
to  the  condition. 

Small-cell  lung  cancer  is  the  most  common 
histologic  sub-type,  found  in  41  percent  of  pa- 
tients with  lung  cancer  and  SVCS.  This  may  be 
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because  it  is  usually  the  most  rapidly  growing 
lung  cancer. 

In  the  past,  the  SVCS  was  considered  a poten- 
tially life-threatening  emergency,  and  treatment 
with  immediate  high-dose  RT  was  frequently  in- 
stituted, even  before  a diagnosis  was  made. 
Diagnostic  procedures  such  as  mediastinoscopy 
or  thoracotomy  were  avoided  because  they  were 
considered  hazardous.  Recently,  however,  this  ap- 
proach has  been  challenged,  and  it  is  now  strong- 
ly recommended  that  appropriate  diagnostic  ef- 
forts be  undertaken  to  determine  the  etiology  of 
the  SVCS.  Studies  which  should  be  considered  if 
clinically  applicable  include  sputum  cytology, 
which  will  be  positive  in  50  percent  of  patients, 
thoracentesis,  bone  marrow  biopsy,  lymph  node 
biopsy,  bronchoscopy,  and  thoracotomy. 

Mediastinoscopy  is  also  a way  of  determining 
the  diagnosis.  However,  SVCS  produces  multiple 
dilated  blood  vessels  in  the  mediastinum,  and 
with  mediastinoscopy  there  is  a risk  of  bleeding, 
which,  when  induced,  will  be  difficult  to  control. 
If  a tissue  diagnosis  is  needed,  a parasternal  biop- 
sy can  be  performed  surgically  in  a controlled 
field  so  that  bleeding  can  be  easily  controlled. 

The  current  emphasis  on  diagnosis  is  impor- 
tant because  three  of  the  important  causes  of 
SVCS,  small-cell  lung  cancer,  lymphoma,  and 
germ  cell  tumors  are  potentially  curable  using 
various  chemotherapeutic  agents,  sometimes 
combined  with  RT. 

Initial  treatment  of  SVCS  prior  to  making  the 
diagnosis  is  primarily  aimed  at  relieving  the 
symptoms.  The  head  of  the  bed  should  be  elevated 
to  decrease  the  SVC  pressure.  Salt  restriction  and 
diuretic  therapy  to  reduce  edema  may  be 
beneficial,  although  in  our  experience  these  are 
rarely  helpful.  Steroids  are  commonly  used  with 
the  thought  of  decreasing  any  associated  inflam- 
mation; however,  no  studies  have  been  done  to 
demonstrate  their  efficacy.  There  is  no  documen- 
tation that  anticoagulant  therapy  for  patients 
with  SVCS  caused  by  malignancy  is  effective. 

Once  a tissue  diagnosis  has  been  obtained, 
treatment  should  be  determined  by  the  primary 
disease.  In  patients  with  small-cell  tumors  or 
lymphoma,  chemotherapy  is  the  treatment  of 
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choice,  with  RT  used  for  enhancement  of  control. 
In  almost  all  other  tumors  causing  SVCS,  RT  is 
recommended  for  primary  therapy.  Surgical 
bypass  of  the  SVC  should  be  contemplated  in  pa- 
tients with  malignant  disease  only  after  efforts 
to  resolve  the  obstruction  with  radiation  and 
chemotherapy  have  been  exhausted. 

Spinal  Cord  Compression 

SCC  and  cauda  equina  syndrome  frequently 
complicate  uncontrolled  cancer.  In  autopsy 
series,  up  to  5 percent  of  patients  with  cancer 
have  evidence  of  some  form  of  SCC.  This  is  a 
medical  emergency,  because  any  delay  in  treat- 
ment may  result  in  irreversible  paralysis  and  loss 
of  sphincter  control. 


FOR  RENT 
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Wilmington,  DE  19806 

Centrally  located 
88  parking  spaces 
100%  owner-occupied 
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The  pathophysiology  of  SCC  has  been  well 
defined.  The  venous  plexus  system  surrounding 
the  spinal  cord  (Figure  1)  is  a low-pressure  system 
without  valves,  and  blood  can  easily  flow  up  or 


lymphadenopathy  may  extend  along  the  nerve 
route  through  the  intervertebral  foramen  with 
resulting  compression.  Thus  patients  with  lym- 
phoma may  have  SCC  without  radiographic  ab- 
normalities of  the  spine.  Metastases  can  also  oc- 
cur in  the  cord  itself  or  in  the  dura.  In  addition, 
blood  vessels  adjacent  to  the  cord  can  be 
obstructed  by  tumor  with  resultant  signs  and 
symptoms  clinically  indistinguishable  from 
compression. 

In  addition  to  breast,  lung,  and  prostate 
cancers,  lymphomas  and  renal  cell  carcinomas 
commonly  metastasize  to  the  spinal  cord  area. 
Gastrointestinal  tumors  rarely  present  with 
SCC.  The  most  common  site  of  compression  is  the 
thoracic  spine,  perhaps  because  there  are  the 
greatest  mass  and  volume  in  the  12  thoracic 
vertebrae. 

The  most  common  symptom  of  SCC  is  back 
pain,  which  may  be  present  for  weeks  to  months 
before  neurologic  symptoms  develop.  Thus  the 
physician  should  be  alert  for  back  pain  in  a 
cancer  patient  and  should  have  a low  threshold 
for  diagnostic  testing.  The  pain  may  be 
nonspecific,  exacerbated  by  movement,  coughing, 
or  sneezing,  or  it  may  be  radicular  if  nerve  roots 
are  compressed.  Weakness  usually  occurs  after 
the  onset  of  back  pain.  It  is  followed  by  sensory 
loss,  described  by  the  patient  as  numbness  star- 
ting in  the  feet  and  extending  to  the  level  of  com- 
pression. The  combination  of  weakness  and  sen- 
sory loss  often  results  in  ataxia  or  other  gait 
disturbances.  Autonomic  dysfunction, 
manifested  by  urinary  retention  or  constipation, 
occurs  late  in  the  compression  process. 


down  throughout  the  spinal  cord  area.  If  dye  is 
injected  into  prostatic,  breast,  or  bronchial  veins, 
it  flows  into  this  plexus.  Thus  tumors  of  breast, 
lung,  or  pelvis  most  commonly  cause  SCC.  In  ad- 
dition, an  increase  in  intra-abdominal  or  thoracic 
pressure  will  cause  blood  flow  into  this  plexus 
and  therefore  will  facilitate  the  movement  of 
tumor  cells  into  the  spinal  canal. 

The  cord  can  be  affected  in  many  ways  by  com- 
pression. The  most  usual  manifestation  of  spinal 
cord  metastases  is  compression  caused  by  an  ex- 
tradural bony  metastasis  involving  either  the 
neural  arch  or  vertebral  body.  In  lymphomas, 


Tenderness  over  the  involved  area  of  the  spine 
is  present  in  90  percent  of  patients  with  tumors 
causing  SCC.  As  the  condition  progresses,  upper 
motor  neuron  dysfunction  with  weakness  in  the 
legs,  upgoing  toes,  and  spasticity  in  the  muscles 
may  appear.  A careful  sensory  examination  can 
define  the  level  of  compression.  Patients  with 
autonomic  dysfunction  have  large  bladders  and 
markedly  decreased  anal  sphincter  tone. 

The  urgency  of  diagnostic  evaluation  depends 
upon  the  patient’s  neurologic  status.  Patients 
with  weakness,  autonomic  dysfunction,  and  sen- 
sory involvement  require  emergency  evaluation. 
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Treatment 

No  of 
Patients 

Ambulatory  Patient ' 
After  Treatment 

Mean  % 

1 jmmcc  tornv* 

275 

85 

31 

Radiotherapy  * 

387 

176 

45 

laminectomy  plus  radiotherapy* 

216 

1 1 1 

51 

Vertebral  body  resectiont 

101 

78 

78 

Selective  surgervt 
Vertebral  body  resection  for 

86 

66 

76 

anterior  tumor 

61 

57 

93 

laminectomy  for  posterior  tumor 

25 

9 

35 

•Cumulalive  data  from  several  published  series  Each  scries  consisted  of  a heterogeneous  group  of  metastatic  tumors  (adapted  from  Black 
P Neurosurgcrv  5 726  1979) 

tlncludes  onlv  patients  with  vertebral  bodv  involvement  with  tumor  < Sundaresan  cl  al  Neurosurg  63  676  1985) 

^Treatment  selected  on  basis  of  site  of  spinal  involvement  that  is  whether  the  vertebral  bodv  or  the  neural  arch  was  involved  with  tumor 


Table  1.  Results  of  radiation 
therapy,  laminectomy,  and 
surgery  selected  on  basis  of 
site  of  lesion  in  patients  with 
spinal  cord  compression. 
(From  Delaney  TF,  Oldfield 
EH.  “Spinal  Cord  Compres- 
sion” in  DeVita  VT,  Heilman 
S,  Rosenberg  SA.  Cancer: 
Principles  and  Practice  of  On- 
cology pp.  1978-1986,  1989.) 
Reprinted  with  permission. 


Plain  films  of  the  spine  are  abnormal  in  80  per- 
cent of  patients,  with  vertebral  body  collapse, 
pedicle  erosion,  and  paraspinous  masses  com- 
monly seen. 

Magnetic  resonance  imaging  (MRI)  is  rapidly 
replacing  metrizamide  myelography  as  the  initial 
diagnostic  procedure  of  choice  in  patients  with 
suspected  SCC.  This  noninvasive  procedure  can  be 
performed  serially  without  adverse  consequence 
to  the  patient  and  images  the  entire  spine,  pro- 
viding direct  information  about  intra-  and  ex- 
tradural and  intra-  and  extramedullary  lesions. 

Once  SCC  is  suspected,  high-dose  dex- 
amethasone  treatment  should  be  promptly  in- 
stituted. Although  this  therapy  is  controversial, 
it  has  been  shown  to  produce  rapid  relief  of  pain 
and  may  result  in  improvement  in  neurologic 
function.  Animal  studies  have  documented  a 
decrease  in  cord  edema  with  this  therapy  as  well 
as  a decrease  in  the  rate  of  loss  of  neurologic 
function. 

Further  therapeutic  options  include  surgery 
and/or  RT.  In  previous  years,  simple  laminectomy 
was  the  surgical  treatment  of  choice.  However, 
post-operatively  only  30  percent  of  patients  were 
ambulatory,  and  12  percent  of  patients 
deteriorated.  More  recently,  it  has  been  recom- 
mended that  the  surgical  technique  be  determined 
by  the  location  of  the  metastasis.  Vertebral  body 
and  tumor  resection  are  performed  for  tumor 
anterior  to  the  cord,  and  posterior  laminectomy 
with  tumor  removal  is  reserved  for  tumor 
posterior  to  the  cord.  Using  this  selective  surgery, 
70  to  80  percent  of  patients  are  ambulatory  post- 
operatively  (Table  1). 
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The  patient  presented  today  did  not  have  a sim- 
ple posterior  laminectomy  but  rather  a resection 
of  the  vertebral  body  and  tumor  that  was  com- 
pressing his  spinal  cord  anteriorly,  perhaps  the 
reason  for  his  being  able  to  walk  at  present. 

In  patients  with  radiosensitive  tumors  and  no 
spinal  instability,  the  treatment  of  choice  is  RT.  If 
the  patient  has  pathologic  fractures  of  the  bone 
compressing  the  cord,  a radio-resistant  tumor,  or 
rapidly  progressing  neurologic  symptoms,  surgery 
should  be  performed  first,  followed  by  radiation. 
Surgery  can  also  be  used  in  the  patient  in  whom 
maximal  doses  of  radiation  have  been  given  or 
whose  neurologic  symptoms  progress  during 
radiation.  In  patients  with  highly  sensitive 
tumors,  such  as  germ  cell  tumors,  chemotherapy 
alone  may  be  effective  in  the  treatment  of  SCC. 

Regardless  of  therapy,  the  outcome  of  SCC  is 
determined  by  the  presentation.  Less  than  10 
percent  of  patients  who  are  paraplegic  on  presen- 
tation ever  walk  again.  Those  who  are  weak  but 
ambulatory  can  be  salvaged.  Thus,  early 
diagnosis  is  essential. 

Donald  C.  Tilton,  D.O. 

Oncologic  emergencies  are  those  which  are  life- 
or  function-threatening  and  which  are  secondary 
to  growth  or  infiltration  by  neoplasm.  The  four 
categories  of  oncologic  emergencies  which  the 
radiotherapist  sees  are  superior  vena  cava 
obstruction,  neurologic  complications  of 
malignancy,  including  SCC  or  brain  metastases, 
obstructive  phenomena  secondary  to  malignant 
tumor  in  the  tracheobronchial  tree,  and  hemor- 
rhagic manifestations  of  extensive  malignancy, 
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usually  seen  in  patients  with  advanced  cervical 
cancer.  SVCS  and  neurologic  problems  constitute 
approximately  99  percent  of  the  emergencies 
seen  in  the  RT  Department.  We  have  seen  one  pa- 
tient each  with  tracheal  obstruction  and  massive 
hemorrhage  within  the  last  year. 

Superior  Vena  Cava  Syndrome 

As  Dr.  Grubbs  indicated,  SVCS  is  no  longer  con- 
sidered a true  oncologic  emergency.  This  change 
in  thinking  has  coincided  with  more  effective 
chemotherapy  for  small-cell  tumors  and  lym- 
phoma, which  represent  more  than  half  of  the  pa- 
tients with  SVCS.  When  radiotherapy  (RT)  is 
used,  4-5000  rads  are  administered  to  the 
mediastinum  and  supraclavicular  fossa  as  well 
as  to  the  area  of  primary  tumor,  usually  the  right 
lung  or  right  hilum.  With  a radiosensitive  tumor, 
there  is  a 90  percent  chance  of  symptom  relief. 

Spinal  Cord  Compression 

The  vast  majority  of  patients  with  SCC  who  are 
seen  by  the  radiotherapist  are  paraplegic.  Early 
diagnosis  is  vital  in  order  to  offer  these  patients 
a chance  of  recovery  of  neurologic  function,  and 
the  MRI  is  the  best  study  with  which  to  make  the 
diagnosis. 

Therapeutic  options  include  RT  only,  surgery 
followed  by  radiation,  surgery  only,  or 
chemotherapy  (Table  2).  RT  is  used  in  patients 
with  known  radiosensitive  tumors  and  no  spinal 
instability  regardless  of  the  rate  of  progression 
or  neurologic  condition.  Currently,  patients 
receive  4000  rads  in  17  treatments.  The  initial 
three  treatments  are  400-rad  tumor  doses  daily, 
a high-fraction  dose.  This  has  been  demonstrated 
by  Posner  to  cause  a higher  rate  of  cell  kill  and 
allow  reoxygenation  of  the  tumor  with  greater 
regression  in  three  to  four  weeks  time. 

The  patient  is  treated  above  and  below  the  MRI 
or  myelographic  range  of  the  tumor  to  cover 
microscopic  extension  of  the  tumor  vertically. 
The  response  is  dependent  upon  the  primary 
tumor,  the  level  of  block,  the  degree  and  duration 
of  block,  and  the  rapidity  of  onset  of  symptoms. 

Surgery  is  recommended  in  patients  in  whom 
the  histopathology  is  unknown,  since  a variety 
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of  chemotherapeutic  options  may  be  available 
depending  upon  the  tissue  type.  It  should  be  used  , 
in  patients  in  whom  compression  by  bone  from  a 
pathologic  fracture  or  mechanical  instability  is 
present.  Surgery  should  also  be  performed  in  pa- 
tients undergoing  RT  who  have  continued 
neurologic  deterioration  and  in  those  with  radia- 
tion resistant  tumors. 

Contraindications  to  surgery  include  transec- 
tion of  the  spinal  cord,  total  paraplegia  for  more 
than  12  hours,  loss  of  sphincter  control  for  longer 
than  24  hours,  major  sensory  loss,  or  uncontrolled 
metastatic  disease  elsewhere.  The  latter  is  a 
relative  contraindication,  because  patients  with 
metastatic  breast  or  prostate  cancer  can  live 
many  years  and  should  be  offered  the  opportuni- 
ty to  be  ambulatory. 

A physician:  If  you  eliminate  surgery  for  patients 
with  total  paraplegia  greater  than  12  hours,  do 
you  eliminate  RT  too? 

Dr.  Tilton:  These  patients  have  bone  pain,  which 
is  one  of  the  reasons  for  treatment.  High-dose 
steroids  may  also  alleviate  some  of  the  pain,  but 
this  therapy  is  used  infrequently. 

A physician:  Your  implication  is,  then,  that  you 
are  not  treating  the  paralysis  but  just  the  pain. 


Radiation  therapy  only * 

Known  radiation-sensitive  tumor  and  no  spinal  instal  ility  (regard- 
less of  rate  of  progression  or  neurologic  condition) 

Spinal  involvement  without  spinal  instability  or  neurologic  deficit 
Surgery  followed  by  radiation *t 

Pathologic  fracture  with  spinal  instability  or  compression  of  the 
spinal  cord  by  bone 

Radiation-resistant  tumor  with  neurologic  deficit 
Unknown  tissue  diagnosis 
Surgery  only* t 

Relapse  at  the  site  of  previous  radiation 
Failure  to  respond  to  radiation 
Chemotherapy 

Pediatric  patients  with  responsive  tumors 

Adjuvant  treatment  in  adult  patients  with  responsive  tumors 

Relapse  of  responsive  tumor  at  site  of  previous  radiation  and  surgery 

’Steroid  therapy  should  be  used  in  the  early  phases  of  therapy 
with  radiation  or  surgery 

t Surgery  should  be  based  on  the  site  of  tumor  (anterior  versus 
posterior) 

Table  2.  Recommendations  for  management  of 
patients  with  spinal  metastases.  (From 
Delaney  TF,  Oldfield  EH.  “Spinal  Cord  Com- 
pression” in  DeVita  VT,  Heilman  S.,  Rosenberg 
SA.  Cancer:  Principles  and  Practice  of  On- 
cology pp.  1978-1986,  1989.)  Reprinted  with 
permission. 


Del  Med  Jrl,  November  1990-Vol.  62,  No.  11  1 


Grand  Rounds  - Grubbs 


Dr.  Tilton:  You  are  treating  both,  but  your  expec- 
tation for  neurologic  recovery  is  low  if  paraplegia 
has  been  present  for  greater  than  12  hours. 

A physician:  You  may  also  be  treating  the 
autonomic  dysfunction.  A patient  may  be  able  to 
recover  some  sphincter  function  even  if  he  or  she 
remains  paraplegic. 

A physician:  I remain  concerned  about  bias  in 
recommending  surgery  over  RT.  In  many  pa- 
tients, I don’t  think  that  surgery  offers  better 
results  than  RT. 

Dr.  Tilton:  I agree. 

A physician:  A study  from  Sloan-Kettering  10  to 
15  years  ago  demonstrated  that  the  ability  for  a 
patient  to  walk  out  of  the  hospital  was  propor- 
tional to  the  neurologic  status  on  admission.  In 
that  series,  both  laminectomy  and  RT  produced 


equivalent  results.  My  concern  about  the  sugges- 
tion that  surgery  yields  superior  results  is  that 
this  may  be  a reflection  of  selection  bias.  If  you 
use  as  an  absolute  contraindication  to  surgery 
patients  with  paralysis  greater  than  12  hours, 
you’ve  selected  out  the  patients  who  will  be  least 
responsive  to  any  form  of  therapy.  That’s  not  to 
say  that  surgery  doesn’t  have  a very  important 
role  to  play  in  SCC,  but  I think  that  there  are 
some  patients  who  are  still  ambulatory  with  ear- 
ly symptoms  who  may  respond  equally  as  well  to 
surgery  or  RT  unless  they  have  mechanical 
complications. 

A physician:  What  is  the  prognosis  for  the  patient 
discussed  today? 

Dr.  Grubbs:  His  prognosis  is  no  worse  than  any 
other  patient  with  Stage  IV-B  Hodgkin’s  disease; 
he  still  has  a 40-50  percent  chance  of  cure. 
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Lyme  Disease:  Epidemiology,  Diagnosis,  and  Management 


Hans  H.  Liu,  M.D. 


Introduction 

Lyme  Disease  is  a fascinating  problem.  The 
earliest  reports  of  disease  presumed  to  be  due  to 
the  causative  agent  of  Lyme  Disease  appeared  in 
the  early  part  of  this  century.1  However,  only 
recently  has  the  spirochete-like  Borrelia 
burgdorferi  organism  been  isolated  and  shown  to 
be  associated  with  the  erythema  chronicum 
migrans  (ECM)  rash  and  other  manifestations  of 
Lyme  Disease.2 

The  distribution  of  Borrelia  burgdorferi  is  now 
global,3  yet  clinical  manifestations  appear  to  dif- 
fer between  Europe  and  North  America.4  In  the 
United  States,  the  number  of  cases  of  Lyme 
Disease  as  well  as  the  geographic  areas  involved 
are  rapidly  increasing.5  6 This  is  due  to  the 
prevalence  of  the  Ixodes  tick  vectors  of  Borrelia 
burgdorferi  as  well  as  the  deer  and  white-footed 
mouse  populations  upon  which  the  ticks  depend. 

With  the  dramatic  increase  in  frequency  of 
Lyme  Disease  has  come  concern  about  its  time- 
ly diagnosis  and  appropriate  treatment.  It  is  now 
known  that  the  disease  is  a multisystem  illness 
which  causes  both  early/acute  symptoms  and 
potentially  late/chronic  sequelae.  Some  of  these 
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manifestations  (the  ECM  rash,  meningitis,  car- 
ditis with  conduction  disturbances,  and  joint  in- 
flammation, especially  of  the  knees)  are  now  well- 
recognized.  Other  less  common  symptoms  or  find- 
ings may  be  part  of  the  clinical  spectrum  of  the 
disease  as  well. 

Serologic  testing  for  evidence  of  infection  with 
Borrelia  burgdorferi  has  become  available  in  the 
past  few  years.  While  the  tests  are  useful,  they 
currently  have  significant  limitations  (including 
both  false  negative  and  false  positive  results), 
which  require  careful  interpretation.7  8 

Due  to  the  many  recent  developments  in  this 
field,  only  an  overview  of  the  epidemiology, 
clinical  and  laboratory  diagnosis,  and  treatment 
of  Lyme  Disease  can  be  presented  here.  This  ar- 
ticle is  intended  to  acquaint  the  reader  with  some 
important  practical  aspects  of  this  problem. 
Several  recent  reviews  on  Lyme  Disease  are 
available  as  additional  resources.9 12 

Historical  Perspective 

In  1901,  Arvid  Afzelius  presented  a case  of 
“erythema  migrans”  related  to  an  Ixodes 
reduvius  tick  bite  to  a meeting  of  the  Der- 
matological Society  in  Stockholm.1  Lipschutz 
published  a similar  case  in  1913,  terming  the 
rash  erythema  chronicum  migrans  (ECM). 
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In  1930,  Hellerstrom  in  Sweden  noted  ECM  in 
combination  with  meningitis.  Since  that  time, 
cases  of  tick-related  central  nervous  system  and 
dermatologic  syndromes  have  been  endemic  in 
parts  of  Europe.  One  such  presentation  is  Bann- 
warth’s  syndrome,  a lymphocytic  men- 
ingoradiculitis,  while  another  is  acrodermatitis 
chronica  atrophicans.11 

It  was  not  until  1968  that  a case  of  ECM  ac- 
quired in  the  United  States  was  documented  in 
Wisconsin.13  However,  a 1975  outbreak  of 
“juvenile  rheumatoid  arthritis”  (39  children  and 
12  adults  out  of  a total  population  of  approx- 
imately 12,000)  in  Old  Lyme  and  Lyme,  Connect- 
icut, led  to  Steere’s  description  of  Lyme  Ar- 
thritis.14 This  was  determined  to  be  an  infec- 
tious disease  and  by  1978  a tick  vector  (Ixodes 
dammini)  was  suspected.15  In  1982  a spirochete- 
like causative  agent  was  isolated3  and  subse- 
quently named  Borrelia  burgdorferi. 

Epidemiology 

Geographic  prevalence : Lyme  Disease  is  now 
globally  distributed,  involving  more  than  19 
countries  on  three  continents.3  The  presence  of 
disease  correlates  with  the  distribution  of  the  tick 
vectors  for  the  Borrelia  burgdorferi  organism.1'1 

In  the  United  States,  Borrelia  burgdorferi  may 
be  carried  and  transmitted  by  the  deer  tick  Ixodes 
dammini  in  the  northeast  and  midwest,  the 
related  Ixodes  pacificus  in  the  west  and  Ixodes 
scapularis  in  the  southwest.  By  the  late  1970s, 
four  foci  of  Lyme  Disease  were  known  to  exist:  the 
southern  New  England  to  upper  mid-Atlantic 
coastal  region,  the  upper  midwest  (notably 
Wisconsin),  the  West  Coast  from  Washington  to 
California,  and  the  Texas-Louisiana  area. 

It  is  difficult  to  determine  the  accuracy  of  case 
reporting  for  Lyme  Disease  as  the  illness  is  prob- 
ably over-diagnosed  and  under-reported  today. 
However,  the  latest  data  show  Lyme  Disease 
cases  occurring  in  at  least  43  states  nationwide, 
with  6,016  cases  from  1983-1987,  4,572  cases  in 
1988,  and  approximately  7,400  cases  for  1989 
alone.5,6 

Spread  in  the  mid-Atlantic  region  is,  in  part, 
related  to  the  large  population  of  deer  here. 


Preliminary  figures  for  Lyme  Disease  showing 
an  increase  in  cases  in  the  Delaware  Valley  from 
1988  to  1989  are  shown  in  Table  1. 


1988 

1989 

New  Jersey 

505  cases 

649  cases 

Pennsylvania 

306  cases 

585  cases 

Delaware 

4 cases 

25  cases 

Table  1 

Cases  of  Lyme  Disease 
reported  in  the  Delaware  Valley 


Seasonal  pattern : The  occurrence  of  acute  Lyme 
Disease  in  the  United  States  is  seasonal,  with  a 
peak  in  the  summer  months  of  June,  July  and 
August.6  This  is  determined  by  the  life  cycle  of 
the  Ixodes  dammini  tick  as  well  as  the  greater  ex- 
posure of  humans  to  ticks  in  the  spring  and  sum- 
mer months.  The  late  sequelae  of  Lyme  Disease 
(e.g.,  neurologic,  cardiovascular,  and  arthritic 
complaints)  will  follow  the  cases  of  acute  illness 
by  months  or  possibly  years. 


; 


Tick  Vector 


Identification-.  As  noted  above,  Lyme  Disease  in 
the  United  States  is  most  clearly  associated  with 
the  deer  tick  Ixodes  dammini.16  Unfortunately, 
exposure  or  bites  often  go  unnoticed  due  to  the 
very  small  size  of  this  tick. 

The  deer  tick,  especially  in  the  larval  and 
nymph  stages,  is  much  smaller  than  the  common 
dog  tick  Dermacentor  variabilis.  It  is  often  useful 
to  ask  patients  if  the  size  of  the  tick  to  which  they 
were  exposed  was  between  that  of  a poppy  seed 
and  the  head  of  a pin  to  determine  if  it  could  have 
been  a deer  tick. 


Life  cycle : The  life  cycle  of  Ixodes  dammini  in  the 
northeastern  United  States  lasts  for  two  years. 
Eggs  are  deposited  in  the  spring  and  hatch  into 
tiny  six-legged  larvae,  which  feed  on  small  mam- 
mals (especially  the  white-footed  mouse)  the  first 
summer.  The  following  spring,  the  larvae  molt 
and  become  slightly  larger  eight-legged  nymphs, 
which  feed  on  mammals,  including  deer  and 
man,  during  the  second  summer.  By  fall,  they  are 
adults  and  mate,  with  the  female  overwintering 
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on  deer  before  laying  eggs  in  the  spring  to  con- 
tinue the  cycle. 

A number  of  other  insects  have  been  shown  to 
harbor  Borrelia  burgdorferi ,17  These  include 
other  ticks  (including  the  dog  tick),  deer  flies, 
horse  flies,  and  mosquitoes.  However,  transmis- 
sion of  disease  to  humans  has  not  been 
documented  for  most  of  these  insects  other  than 
a single  case  report  of  Lyme  Disease  transmitted 
by  a biting  fly.18 

Transmission  to  humans : While  Lyme  Disease 
may  be  transmitted  by  any  stage  of  the  deer  tick 
Ixodes  dammini,  the  nymph  is  most  likely  to  be 
responsible.  Some  ticks  may  be  infected  tran- 
sovarially,  but  most  acquire  the  Borrelia 
burgdorferi  from  feeding  on  a host,  often  the 
white-footed  mouse. 

When  subsequently  feeding  on  another  host, 
such  as  man,  the  tick  can  transmit  Lyme  Disease. 


However,  experimental  animal  studies  suggest 
that  transmission  requires  at  least  several  hours, 
and,  in  some  cases,  may  not  occur  for  up  to  24 
hours.19  Thus,  early  removal  of  a feeding  tick 
may  prevent  transmission  of  the  disease.  Also  it 
is  important  to  remember  that  the  percentage  of 
ticks  carrying  Borrelia  burgdorferi  varies  wide- 
ly from  area  to  area. 

Avoidance  of  disease:  The  deer  tick  life  cycle  and 
mode  of  transmission  of  Borrelia  burgdorferi  to 
humans  form  the  basis  of  measures  to  prevent 
Lyme  Disease;  these  are  summarized  in  Table  2. 
However,  some  of  the  measures  designed  to  pre- 
vent tick  attachment  are  limited  by  considera- 
tions of  practicality,  comfort,  and  lifestyle.  Also, 
eradication  of  ticks  and  their  animal  hosts  is  ex- 
pensive and  may  be  undesirable  for  other 
reasons.  Finally,  there  is  insufficient  data  about 
the  prophylactic  use  of  antibiotics  prior  to  tick  ex- 
posure to  support  any  specific  guidelines. 


1.  Prevent  tick  attachment5  : 

- Avoid  wooded  areas,  especially  if  fre- 
quented by  deer. 

- Wear  a long-sleeved  shirt,  trousers  tucked 
into  socks,  and  shoes  instead  of  sandals 
when  outdoors. 

- Wear  light-colored  clothing  to  make  ticks 
easier  to  spot  and  look  for  them  often. 

- Use  insect  repellents  containing  N,N- 
diethyl-n-toluimide  (DEET)  on  exposed 
skin,  and  those  containing  permethrin 
on  clothing.  (Note:  Certain  insect 
repellents,  including  DEET,  are  poten- 
tially neurotoxic  and  should  be  avoided 
or  used  with  caution  in  children.20 ) 

- Fit  dogs  and  cats  with  tick  collars;  in- 
spect them  for  ticks  frequently;  keep 
them  off  furniture  and  bedding. 

2.  Suggested  method  for  tick  removal21  : 

- Use  of  blunt  curved  forceps  or  tweezers  is 
recommended;  if  necessary,  gloved  (not 
bare)  Fingers  may  be  used. 


- Grasp  the  tick  as  close  as  possible  to  the 
skin  surface  and  pull  upwards  with 
steady,  even  pressure. 

- The  tick  should  not  be  squeezed,  crushed, 
punctured,  burned  or  smothered. 

- After  removal  of  the  tick,  disinfect  the  at- 
tachment site  and  wash  hands  with  soap 
and  water. 

3.  Eradication  of  ticks  or  their  animal  hosts: 

- Use  of  insecticide-soaked  cotton,  which 
mice  carry  to  their  nests,  has  been  shown 
to  kill  ticks  (without  harming  the 
mice);  however,  this  is  expensive 
($200/acre/year). 

- Control  of  the  local  deer  population  is  ef- 
fective only  if  essentially  all  deer  are 
eliminated. 

4.  Prophylactic  antibiotics  for  anticipated  tick 

22 

exposure  : 

- There  is  insufficient  data  on  this  issue; 
the  risk/benefit  of  antibiotics  used  in  this 
manner  should  be  examined  on  a case-by- 
case  basis. 


Table  2 

Prevention  of  Lyme  Disease 
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Clinical  Presentation 


The  clinical  presentation  of  Lyme  Disease 
varies  depending  on  the  length  of  time  since  in- 
itial exposure  and  the  organ  system(s)  affected. 
Table  3 provides  a general  description  of  the 
potential  stages  of  disease  progression.  Timing 
and  clinical  findings  can  also  vary  considerably 
from  individual  to  individual  and  may  be  affected 
by  antibiotic  therapy  and  other  factors.  Thus,  the 
clinical  stages  represent  a spectrum  and  a given 
patient  may  present  with  features  from  more 
than  one  stage. 


Stage  Onset  Clinical  Findings 

Post-Bite  and  Prognosis 


I 


n 


m 


2 - 30  days  fever,  chills,  headache 
fatigue,  ECM  rash,  and 
secondary  rash  (in  25 
to  50%),  generally  self- 
limited 

2 wks  - migratory  musculo- 

6 mos  skeletal  pain;  neuro- 

logic complications  (up 
to  15%  if  untreated) 
lasting  for  months, 
may  remit  then  recur; 
cardiac  complications 
(up  to  5-10%  if  un- 
treated), which  are 
transient  and  rarely 
recur 

2 mos  - arthritis  (up  to  60%  of 

2 years  untreated  cases)  of 

large  joints,  often  recur- 
rent and  may  become 
chronic,  destructive; 
late  neurologic  compli- 
cations 


Table  3 

Clinical  features  of  Lyme  Disease 


Early/acute  disease : This  stage  of  the  illness  is 
characterized  by  fever,  myalgias  and  arthralgias  (but 
not  frank  arthritis),  and  the  ECM  rash,23  which 
develop  several  days  to  weeks  following  the  tick  bite 
These  symptoms  and  signs  are  quite  nonspecific  ex- 
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cept  for  the  ECM  rash,  which  is  diagnostic  for  Lyme 
Disease.  This  classically  begins  as  a papule  then  ex- 
pands into  a flat  erythematous  lesion  often  with 
central  clearing.  It  tends  to  become  quite  large 
(averaging  six  inches  in  diameter)  but  is  generally 
asymptomatic,  though  there  may  be  some  pruritis 
or  slight  tenderness. 

The  rash  may  be  centered  on  the  site  of  the  tick 
bite  and  thus  tends  to  be  found  on  the  lower  trunk 
and  extremities.  However,  up  to  half  of  patients  with 
ECM  have  secondary  lesions  elsewhere.24  Also, 
though  as  many  as  85  percent  of  patients  in  careful- 
ly conducted  studies  have  had  ECM  documented, 
the  rash  is  easily  missed  if  it  is  in  a location  that 
is  not  readily  visible.  Therefore,  lack  of  a history  of 
an  ECM  rash  does  not  exclude  Lyme  Disease. 

Unfortunately,  the  other  acute  symptoms  are 
nonspecific  and  could  easily  be  due  to  a viral  syn- 
drome. Also,  it  appears  that  the  ECM  rash  may  oc- 
cur with  minimal  or  no  systemic  symptoms  further 
complicating  diagnosis. 

Late  complications:  Patients  with  early/acute 
disease  will  generally  improve  even  without  specific 
therapy.  However,  many  untreated  cases  will  pro- 
gress to  some  of  the  later  sequelae  of  the  disease 
Development  of  arthritis  in  as  many  as  60  percent 
of  untreated  cases  has  been  cited,25  though  the  fin- 
ding of  relatively  high  frequencies  of  positive  Lyme 
serologies  in  asymptomatic  individuals  in  some 
areas  suggests  this  may  be  an  overestimate. 

As  shown  in  Thble  3,  neurologic  problems,  such 
as  aseptic  meningitis,  encephalitic  changes,  and 
facial  palsies  (which  may  recur  or  alternate  sides), 
will  develop  months  after  the  acute  illness  in  up  to 
15  percent  of  untreated  patients.28429 

Cardiac  complications  will  ensue  in  up  to  5 to  10 
percent  of  untreated  patients  and  can  range  from 
first-degree  atrioventricular  block  up  to  complete 
heart  block  which  may  require  a temporary 
pacemaker.30,31  However,  the  complete  heart  block 
of  Lyme  Disease  is  usually  reversible  and  often 
resolves  within  a week  without  need  for  a perma- 
nent pacemaker.32  Evidence  of  myopericarditis  and 
mild  ventricular  dysfunction  may  be  present  but 
severe  cardiac  dysfunction  is  rare.  However,  frank 
cardiomegaly  and  fatal  pancarditis  have  been 
reported. 
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Rheumatologic  complaints  in  the  later  stages 
of  Lyme  Disease  include  continued  or  recurrent 
myalgias  and  arthralgias.25  In  up  to  60  percent 
of  untreated  cases,  frank  arthritis  will  develop, 
usually  involving  one  to  two  joints,  especially  the 
knees.  The  joint  disease  may  be  intermittent  or 
chronic  and  may  progress  to  a chronic,  destruc- 
tive arthritis.  Some  patients  have  required 
surgical  joint  replacement. 


While  many  of  the  clinical  manifestations  of 
Lyme  Disease  are  due  to  organ  invasion  and  per- 
sistence of  Borrelia  burgdorferi  in  tissue,  some  ap- 
pear to  be  due  to  inflammatory  and  autoimmune 
phenomena.  These  are  mediated  by  antigen- 
antibody  complexes,  interleukin- 1,  and  other 
substances.9  The  development  of  an  inflam- 
matory state  may  complicate  the  evaluation  of 
the  patient  with  Lyme  Disease,  especially  those 
who  respond  poorly  to  antibiotic  treatment. 


‘Unusual” presentations:  A variety  of  less  com- 
mon presentations  of  Lyme  Disease  have  been 
reported,  though  not  all  have  been  unequivocal- 
ly shown  to  be  due  to  Borrelia  burgdorferi.  These 
syndromes  include:  severe  late  central  nervous 
system  symptoms  including  dementia,  fatigue 
and  psychiatric  disorders;  myositis;  respiratory 
involvement  with  ARDS;  hepatitis;  ophthalmo- 
logic disease;  hearing  loss;  and  hematologic  ab- 
normalities such  as  leukopenia  and  throm- 
bocytopenia. These  are  beyond  the  scope  of  this 
review  but  the  reader  should  bear  in  mind  the 
possibility  of  these  atypical  presentations. 


Special  Populations  at  Risk 


Lyme  Disease  in  pregnancy:  As  Borrelia 
burgdorferi  is  related  to  the  syphilis  spirochete, 
there  has  been  concern  about  the  effect  of  mater- 
nal Lyme  Disease  on  pregnancy  outcome. 
Maternal-fetal  transmission  of  Borrelia 
burgdorferi  is  known  to  occur.33  In  one  series  of 
19  pregnancies  in  which  the  mother  developed 
Lyme  Disease  at  two  to  37  weeks  of  gestation, 
there  were  five  adverse  outcomes:  intrauterine 
fetal  death,  prematurity  at  36  weeks,  syndacty- 
ly, cortical  blindness  and  developmental  delay, 
and  a generalized  petechial  vesicular  rash  in  the 
newborn.34 
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The  authors  emphasize  that  the  Lyme  Disease 
and  adverse  pregnancy  outcomes  are  in  associa- 
tion, not  a proven  cause  and  effect.  While  13  of 
the  19  pregnant  patients  received  therapy  for 
Lyme  Disease  (generally  penicillin)  the  optimal 
therapy  for  Lyme  Disease  in  pregnancy  is  not 
known  at  present. 

Lyme  Disease  in  children : In  endemic  areas, 
there  may  be  a somewhat  higher  incidence  of 
Lyme  Disease  in  children  compared  to  adults.35 
However,  this  probably  reflects  greater  exposure 
to  the  tick  vector  rather  than  greater  susceptibili- 
ty to  infection.  In  some  series,  more  than  50  per- 
cent of  children  with  Lyme  Disease  did  not  have 
a history  of  an  ECM  rash.36,3'  Differential 
diagnosis  of  an  oligoarticular  arthritis  in  a child 
includes  juvenile  rheumatoid  arthritis  (as  in  the 
original  Lyme,  Connecticut,  outbreak)  and  acute 
bacterial  joint  sepsis.36 

Antibiotic  therapy  appears  quite  effective  but 
tetracyclines  must  be  avoided  in  children  under 
the  age  of  eight  years  because  of  potential  deposi- 
tion in  growing  teeth  or  bones. 

Lyme  Disease  in  pets:  Animals,  especially  larger 
mammals,  may  develop  symptoms  of  Lyme 
Disease.38,39  Dogs,  probably  because  of  frequent 
exposure  to  ticks  in  endemic  areas,  appear  at 
high  risk  for  Borrelia  burgdorferi  infection.  Symp- 
toms include  lameness,  arthritis,  and  “idiopathic 
disorientation  and  unilateral  facial  nerve 
paralysis.” 

Cats  appear  at  less  risk  for  Lyme  Disease 
because  of  frequent  self-grooming;  however,  cats 
and  other  pets  may  bring  ticks  into  a household 
and  increased  risk  of  Lyme  Disease  in  cat  owners 
has  been  postulated. 

Laboratory  Diagnosis  of  Lyme  Disease 

Many  laboratory  tests  may  be  abnormal  in 
Lyme  Disease,  but  results  are  often  variable  and 
nonspecific.  Thus  CBC/WBC  differential  counts, 
erythrocyte  sedimentation  rates,  liver  function 
tests,  cryoglobulins,  CSF  cell  count  and  protein 
level,  and  joint  fluid  studies  are  generally  non- 
diagnostic. Antinuclear  antibody  and 
rheumatoid  factor  studies  are  usually  negative. 
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Serologic  testing  for  Lyme  Disease:  Assays  for 
specific  antibody  to  Borrelia  burgdorferi  are  now 
available  and  are  often  useful  in  managing  pa- 
tients in  whom  Lyme  Disease  is  suspected.8,40'41 
Enzyme-linked  immunosorbent  assay  (ELISA) 
and  indirect  immunofluorescence  assay  (IFA) 
techniques  have  been  employed  as  initial  screen- 
ing tests  for  Lyme  Disease. 

An  elevated  IgM  but  low  or  zero  IgG  antibody 
level  against  Borrelia  burgdorferi  would  suggest 
an  acute  infection,  while  a low  IgM  but  elevated 
IgG  would  be  more  consistent  with  infection  in 
the  distant  past.  Elevated  levels  of  both  specific 
IgM  and  IgG  antibody  would  support  a diagnosis 
of  a recent  but  not  acute  infection.  However,  a 
number  of  caveats  must  be  considered. 

False  negative  results  are  common.  Patients 
with  acute  Lyme  Disease  may  not  become 
seropositive  until  three  weeks  or  more  after  con- 
tracting Borrelia  burgdorferi .42  It  has  been 
estimated  that  only  60  percent  of  patients 
presenting  with  early/acute  Lyme  Disease  (e.g., 
fever,  myalgias  and  ECM)  will  be  seropositive.  Ad- 
ditionally, early  treatment  with  effective  an- 
tibiotics may  abort  the  rise  in  specific  antibody 
against  Borrelia  burgdorferi , giving  rise  to  persis- 
tent false  negative  results.43 

False  positive  results  may  also  occur  due  to 
cross-reactivity  of  serum  in  patients  with  certain 
other  diseases,  such  as  syphilis/yaws/pinta44 
(also  caused  by  treponemas)  and  rheumatologic 
disorders,  such  as  systemic  lupus  erythematosus 
and  rheumatoid  arthritis. 

Cross-reactivity  of  myelin  antigen  with  Bor- 
relia burgdorferi  antigen  may  lead  to  false 
positive  results,45  such  as  in  patients  with  cer- 
tain demyelinating  diseases.  Also,  in  some  areas 
where  Lyme  Disease  is  endemic,  a small  but 
significant  fraction  of  the  population  may  be 
seropositive  from  exposure  to  Borrelia  burgdorferi 
in  the  distant  past.  This  percentage  has  been 
estimated  at  2.2  to  greater  than  5 percent  in  some 
limited  surveys  in  areas  with  numerous  cases  of 
Lyme  Disease.  In  these  areas,  a positive  serology 
may  be  real  but  unrelated  to  a patient’s  current 
complaints. 

Finally,  laboratories  may  offer  a combined 
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IgM/IgG  serologic  assay  and/or  separate  IgM  and 
IgG  studies.  Thus  it  is  important  to  have  a work- 
ing knowledge  of  the  test  used  by  a given 
laboratory,  including  the  breakpoints  for 
seropositivity.  There  is  also  considerable  in- 
terlaboratory variation  in  ELISA  and  IFA  Lyme 
Disease  serologic  test  results46,47  so  that  consis- 
tent use  of  one  laboratory  is  preferred. 

The  Western  blot  immunoelectrophoresis  assay 
for  antibody  against  specific  Borrelia  burgdorferi 
antigens  is  not  being  used  as  a complement  to  the 
ELISA  and  IFA  techniques.48  This  test  appears 
to  offer  greater  specificity  and  may  help  confirm 
a diagnosis  of  Lyme  Disease.  However,  it  is  more 
time-consuming  and  costly  and  does  not  provide 
quantitative  information  about  antibody  levels. 
A polymerase  chain  assay  specific  for  Borrelia 
burgdorferi  DNA  has  been  developed  and  may 
ultimately  offer  a specific  and  sensitive  assay  for 
the  diagnosis  of  Lyme  Disease,49  but  is  not  cur- 
rently in  widespread  use. 

Other  laboratory  tests:  Tests  for  Borrelia 
burgdorferi  antibody  in  spinal  fluid  are  now 
available,  but  more  information  is  needed  on  cor- 
relation of  positive  results  with  active  neurologic 


disease.  Tissue  may  be  examined  for  spirochete- 
like forms  with  special  stains  though  numbers  of 
organisms  are  usually  low  and  this  is  not  specific 
for  Borrelia  burgdorferi.  Body  fluids  and  tissues 
may  be  cultured  for  Borrelia  burgdorferi  but  the 
yield  is  variable  and  few  laboratories  have  the 
specialized  knowledge  and  supplies  to  ac- 
complish this.  Other  assays  such  as  lymphocyte 
responses  to  challenge  with  Borrelia  burgdorferi 
remain  research  techniques.43 

The  most  important  conclusion  about  the  cur- 
rent state  of  laboratory  testing  is  that  Lyme 
Disease  remains  a clinical  diagnosis.  Positive 
laboratory  test  results  may  confirm  or  support  a 
clinical  impression  but  negative  results  do  not 
necessarily  exclude  the  diagnosis.50 

Antibiotic  Therapy  of  Lyme  Disease 

Optimal  antibiotic  therapy  for  different  stages 
of  Lyme  Disease  has  not  been  defined.  There  is 
now  a reasonable  body  of  information  about  cer- 
tain agents  in  both  acute  and  late  Lyme  Disease; 
however,  treatment  failures  and  clinical  relapses 
may  occur  with  any  of  these,  and  data  comparing 
different  regimens  for  a given  stage  of  disease  are 
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generally  limited.  Treatment  recommendations 
published  in  The  Medical  Letter 51  are 
summarized  in  Table  4 and  reflect,  in  part,  some 
of  the  following  considerations. 

Early/acute  Lyme  Disease : In  1983,  Steere 
reported  the  response  to  oral  therapy  of  108  pa- 
tients treated  for  early  Lyme  Disease  with 
tetracycline,  penicillin,  or  erythromycin.52  All 
patients  improved  though  the  mean  time  to 
resolution  of  symptoms  was  more  rapid  for 
tetracycline  (5.4  days)  and  penicillin  (5.7  days) 
than  for  erythromycin  (9.2  days).  Also,  relapses 
were  less  common  for  tetracycline  (none  of  39  pa- 
tients) than  for  penicillin  (three  of  40)  or 
erythromycin  (four  of  29). 

All  these  agents  have  remained  alternatives  in 
the  treatment  of  Lyme  Disease  as  some  patients 
may  be  intolerant  of  one  or  more  of  these  and  use 
of  tetracycline  should  be  avoided  in  pregnancy  or 
children  under  age  eight  years. 


More  recently,  doxycycline  (VibramycinR  , 
Pfizer)  has  been  used  instead  of  tetracycline 
because  of  greater  convenience  and  higher  CNS 
penetration.53  Some  physicians  use  a 300  or  400 
mg  total  daily  dose  of  doxycycline  to  maximize 
CSF  levels.  Also,  amoxicillin  has  been  used  in 
place  of  oral  penicillin,  with  some  practitioners 
adding  probenecid  to  delay  excretion  and  in- 
crease serum  amoxicillin  levels.  Intravenous 
cephalosporins  have  also  been  used  for  certain 
cases  of  early  disease  by  some  physicians. 

Duration  of  therapy  for  early  disease  is  not  well 
defined  - the  incidence  of  treatment  failures  and 
relapses  has  led  some  practitioners  to  give 
therapy  for  longer  than  the  10  to  14  days  used  in 
the  initial  therapeutic  trials.  Thus  21-day  courses 
of  oral  therapy  are  now  common  for  acute  Lyme 
Disease. 

Late  Lyme  Disease:  Treatment  of  the  late  se- 
quelae of  Lyme  Disease  has  also  changed  and 


Symptoms 

Drug 

Adult  Dosage 

Pediatric  Dosage 

Early  Disease 

doxycycline 

100  mg  bid  x 10-21d 

contraindicated 

or  amoxicillin 

250-500  mg  tid  x 10-21d 

20-40  mg/kg/d  x 10-21d 

Alternative 

erythromycin 

250  mg  qid  x 10-21d 

30  mg/kg/d  x 10-2 Id 

Neurologic 

Mild 

doxycycline 

100  mg  bid  x 1 month 

contraindicated 

(Bell’s  Palsy) 

or  amoxicillin 

250-500  mg  tid  x 1 month 

20-40  mg/kg/d  x 1 month 

More  serious 

ceftriaxone 

2 grams/d  i.v.  x 14d 

50-80  mg/kg/d  x 14d 

or  penicillin  G 

20-24  million  U/day 

250,000-400,000  U/kg/d 

i.v.  x 10-14d 

i.v.  x 10-14d 

Cardiac 

Mild 

doxycycline 

lOOmg  bid  x 21d 

contraindicated 

or  amoxicillin 

250-500  mg  tid  x 2 Id 

20-40  mg/kg/d  x 21d 

More  serious 

ceftriaxone 

2 grams/d  i.v.  x 10-21d 

50-80  mg/kg/d  x 10-21d 

or  penicillin  G 

20-24  million  U/day 

250,000-400,000  U/kg/d 

i.v.  x 10-21d 

i.v.  x 10-21d 

Arthritis 

Oral 

doxycycline 

100  mg  bid  x 1 month 

contraindicated 

or  amoxicillin 

500  mg  tid  x 1 month 

40  mg/kg/d  x 1 month 

Parenteral 

ceftriaxone 

2 grams/d  i.v.  x 14-21d 

50-80  mg/kg/d  x 14-2 Id 

or  penicillin 

20-24  million  U/day 

250,000-400,000  U/kg/d 

i.v.  x 14-21d 

i.v.  x 14-2 Id 

Table  4 

Summary  of  published  recommendations  for  therapy  of  Lyme  Disease5' 
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remains  in  flux.  Intravenous  penicillin  was 
used  originally  with  some  success,  but  some 
more  recent  clinical  studies  or  case  reports 
suggest  greater  efficacy  of  intravenous 
cephalosporins.54'56 

The  most  experience  has  been  accumulated 
with  ceftriaxone  given  on  a once-a-day  basis,  but 
large  doses  of  cefotaximine  given  ql2h  also  have 
been  effective.  In  mild  cases,  such  as  Bell’s  Palsy 
or  nondebilitating  arthritis,  oral  doxycycline  has 
been  used  as  well.51 

As  in  the  case  of  the  treatment  of  early/acute 
Lyme  Disease,  duration  of  therapy  has  not  been 
established.  Response  to  effective  therapy  may  be 
delayed,  some  manifestations  may  be  inflam- 
matory/autoimmune in  nature  rather  than  infec- 
tious, and  a Jarisch-Herxheimer-like  reaction  on 
treatment  may  confuse  the  clinical  picture. 
Parenteral  therapy  is  often  given  for  10  to  14 
days,  but  there  is  a tendency  toward  longer 
courses  here  as  well.  The  availability  of  home  i.v. 
therapy  may  eliminate  the  need  for  lengthy 
hospitalizations  solely  for  intravenous 
treatment. 

General  recommendations  for  the  treatment  of 
the  different  presentations  of  Lyme  Disease  have 
been  published  in  The  Medical  Letter. 51  It  should 
be  noted  that  the  Lyme  Disease  Foundation  has 
advocated  treatment  in  a wider  range  of  clinical 
situations  with  generally  higher  doses  of  an- 
tibiotics and  longer  durations  of  therapy  than 
The  Medical  Letter  guidelines.  It  must  again  be 
emphasized  that  optimal  therapy  for  all  stages  of 
Lyme  Disease  is  not  known  and  that  more  con- 
trolled trials  comparing  different  regimens  are 
needed. 

Conclusion 

In  summary,  Lyme  Disease  is  an  acute  febrile 
illness  caused  by  Borrelia  burgdorferi  following 
tick  exposure  and  is  characterized  by  the 
erythema  chronicum  migrans  (ECM)  rash.  Poten- 
tial sequelae  include  neurologic  abnormalities, 
carditis,  and  arthritis. 

At  present,  diagnosis  relies  heavily  on  iden- 
tification of  epidemiologic  risk  factors  for  the 
disease  and  clinical  patient  evaluation.  Serologic 
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testing  may  be  very  helpful  in  making  a 
diagnosis  but  must  be  used  with  caution  due  to 
the  possibility  of  both  false  positive  and  negative 
results. 

Lyme  Disease  is  very  treatable  in  its  early 
stages  and  several  oral  antibiotics  have  been  used 
effectively.  Therapy  of  the  later  or  more  severe 
manifestations  of  the  disease  may  require 
parenteral  therapy.  More  data  is  required  on  op- 
timal antibiotic  selection,  route  of  administra- 
tion, and  duration  of  therapy  for  certain  presen- 
tations of  Lyme  Disease,  notably  chronic  or  recur- 
rent disease. 

Finally,  cases  of  Lyme  Disease  occurring  in 
Delaware  should  be  reported  to:  Division  of 
Public  Health,  Bureau  of  Disease  Prevention, 
PO.  Box  637,  Dover,  Delaware  19901. 
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SCIENTIFIC  ARTICLE 


Down's  Syndrome  with  Pituitary  Adenoma 
A Case  Report 


Shamil  J.  Morayati,  M.D. 
Charles  W.  Wagner,  M.D. 


Introduction 

There  is  an  increasing  knowledge  of  the 
association  between  primary  neoplasm  and  con- 
genital diseases  in  humans.  Down’s  syndrome,  in 
particular,  has  been  known  to  occur  frequently 
with  leukemia  ever  since  Krivit  and  Good 
reported  their  observations  in  1957. 1 Since  then 
others  have  reported  their  observation  of  an  ab- 
normal incidence  of  other  tumors  in  Down’s  syn- 
drome.2 R.W.  Miller  reported  the  occurrence  of 
five  central  nervous  system  tumors  with  Down’s 
syndrome.3  However,  to  the  best  of  our 
knowledge,  no  similar  report  of  Down’s  syndrome 
with  pituitary  adenoma  has  been  reported. 

Case  Report 

P.R.  is  a 37-year-old  white  female  with  Down’s 
syndrome.  She  was  doing  well  until  a few  months 
prior  to  her  diagnosis,  when  she  started  gaining 
weight  with  no  increase  in  appetite.  She  was 
referred  for  consultation  on  the  suspicion  of 
hypothyroidism. 


Dr.  Morayati  is  a member  of  the  Provisional  Staff,  Department  of  Medicine,  Sec- 
tion of  Nuclear  Medicine.  He  is  Board  Certified  in  Nuclear  Medicine  and  Family 
Medicine.  His  practice  is  limited  to  Thyroidology  and  Nuclear  Medicine. 

Dr.  Wagner  is  a senior  in  the  Department  of  Family  Medicine,  Medical  Center 
of  Delaware. 
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This  patient,  who  had  mild  retardation,  was 
also  found  to  have  a weight  increase  of  approx- 
imately 60  pounds  over  the  previous  12  months. 
In  addition,  she  complained  of  excessive 
tiredness,  cold  intolerance,  swelling  of  the  ankles, 
and  tingling  of  the  hands  and  feet.  There  were  no 
problems  with  difficulty  swallowing,  voice  or 
bowel  movement  change.  There  were  no  specific 
visual  symptoms;  however,  her  mother  did  notice 
that  the  patient  had  been  rubbing  her  eyes  a lot 
when  playing  or  when  watching  television.  She 
also  had  stopped  menstruating  a year  previously. 

On  examination,  typical  features  of  Down’s  syn- 
drome were  present,  including  a flat  and  short 
nose,  small  teeth,  and  a large  protruding  tongue, 
high  arched  palate,  short  thick  neck  and  simian 
lines  in  the  hands.  The  blood  pressure  was 
106/60,  pulse  rate  68/minute  and  weight  of  270 
pounds.  Her  hands  were  cold  and  dry  without 
tremor. 

Pupils  were  round,  equal  and  reactive.  Visual 
fields  were  difficult  to  determine  due  to  the  pa- 
tient’s lack  of  full  understanding  of  instructions, 
but  peripheral  vision  defects  were  suspected. 
There  was  no  lymphadenopathy  in  the  neck.  The 
thyroid  gland  was  palpable,  slightly  enlarged, 
firm  without  nodules.  Lungs  and  heart  examina- 
tion were  within  normal  limits.  Abdominal  exam 
showed  a midline  scar  from  previous  tubal  liga- 
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tion  operation  but  otherwise  was  unremarkable. 
Pelvic  and  rectal  exam  were  deferred.  Ex- 
tremities showed  no  myxedematous  changes  and 
reflexes  were  hypoactive.  Neurological  examina- 
tion was  limited. 

Laboratory  Studies 

Initial  thyroid  function  studies  showed  a TSH 
of  7.08  miu/ml  (0.46-4.89),  T4  5.0  mcg/dl 
(4.5-12.0),  T3  resin  uptake  0.89  percent  (0.7-1.25), 
and  free  thyroxin  index  5.7  (5.0-12.0).  TRH/TSH 
stimulation  test  showed  a baseline  TSH  of  6.41 
miu/ml  with  a maximum  rise  of  17.25  miu/ml  at 
30  minutes.  The  60-minute  level  was  15.88 
miu/ml. 


Further  significant  diagnostic  studies  showed 
a baseline  prolactin  of  46.5  ng/ml  (0.0-25.0), 
growth  hormone  of  1 ng/ml  (0.0-10.0),  AM  cortisol 
of  16.4  mcg/dl  (6.9-24.7),  FSH  and  LHC  0.5 
miu/ml,  and  24-hour  free  cortisol  of  18  meg 
(24.0-108.0).  Thyroid  uptake  and  scan  showed  a 
patchy  distribution  of  tracer  with  a 24-hour  up- 
take of  25.  Magnetic  resonance  study  revealed  a 
large  intrasellar  macroadenoma  resulting  in 
chiasmatic  compression  measuring  30  x 20  mm 
(see  Figure  1,  A and  B). 

Clinical  Course 

The  patient  was  admitted  to  the  Section  of 
Neurology  and  a transphenoidal  hypophysec- 


Figure  1 MRI  section  images  in  the  transverse  (A)  and  coronal  (B, facing  page)  projections  showing  a 
2 x 3 cm  intrasellar  mass  consistent  with  pituitary  macroadenoma.  It  also  extends  suprasellar,  com- 
pressing the  optic  chiasm  and  laterally  involving  the  left  cavernous  sinus. 
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tomy  was  carried  out.  The  patient  tolerated  the 
procedure  well  and  had  an  uneventful  post- 
operative period.  Four  days  later  she  was 
discharged  on  20  mg  hydrocortisone  a.m.  and  10 
mg  p.m.  and  0.075  mg  of  Synthroid  daily. 

Post-operative  studies  revealed  a normal  com- 
plete blood  count  and  biochemistry  panel.  Serum 
cortisol  was  20.7  mcg/dl  AM  and  prolactin 
decreased  to  14.5  ng/ml.  Serum  growth  hormone 
was  1.0  ng/ml,  urine  specific  gravity  1.007. 
Thyroid  stimulating  hormone  was  1.83  miu/ml, 
T4  7.4  mcg/dl  while  she  was  on  0.075  mg  Syn- 
throid daily.  Twenty-four-hour  serum-free  cor- 
tisol was  92  meg. 

Approximately  a month  after  her  surgery,  she 
underwent  post-operative  radiation  therapy  to 
prevent  any  recurrence  of  the  tumor.  A month 
later,  she  was  feeling  well  and  had  lost  20  pounds. 
So  far,  she  has  not  had  a return  of  her  menses, 
but,  interestingly,  her  mother  has  noticed  that 
she  is  not  rubbing  her  eyes  anymore  and  thinks 
that  she  can  see  better. 


Conclusion 

In  summary,  this  case  demonstrates  the  occur- 
rence of  pituitary  macroadenoma  with  Down’s 
syndrome,  causing  secondary  hypothyroidism 
and  amenorrhea.  Similar  observation  has  not 
been  reported  before.  In  addition,  this  case 
stresses  the  importance  of  complete  endocrine 
assessment  when  such  patients  who  cannot  ful- 
ly understand  instructions  or  cooperate  during 
an  examination  develop  disturbing  findings  such 
as  sudden  weight  gain,  amenorrhea  and  abnor- 
mal thyroid  function  studies. 
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BRIEF  REPORT 


Early  Experience  with  #3  French  Miniature 
Femoral  Arteriography  Catheters 


Joseph  M.  Ullman,  M.D. 


Introduction 

With  recent  trends  toward  greater  outpatient 
management  of  multiple  disease  entities  and 
recent  advances  in  metallurgy  and  plastics, 
interventional  radiology  has  exploded  with 
innovative  techniques  designed  both  to  reduce 
morbidity  and  mortality  and  to  enable  interven- 
tionists to  perform  procedures  they  were 
incapable  of  performing  before. 

In  the  September  1989  edition  of  the  Society  of 
Cardiovascular  and  Interventional  Radiology 
(SCVIR)  special  series  an  article  was  featured 
reviewing  recent  experience  with  micropuncture 
and  microcatheter  techniques  for  vascular  pro- 
cedures. Cardiovascular  disease  is  one  of  the  most 
commonly  encountered  diseases  in  a general 
practice.  If  family  physicians  and  internists  refer 
their  patients  for  vascular  procedures  such  as 
angiography,  angioplasty,  and  vascular  surgery, 
it  may  be  useful  for  them  to  be  aware  of  the 
developments  in  these  areas.  Thus,  while  a por- 
tion of  this  paper  is  technical  and  may  be  of 


Dr.  Ullman  is  a practicing  radiologist  in  Wilmington. 


interest  to  radiologists  and  vascular  surgeons, 
the  ramifications  of  these  aspects  are  important 
to  referring  clinicians  so  they  can  offer  the  most 
risk-free  options  to  their  patients.  This  paper 
summarizes  our  recent  early  experience  with 
these  catheters  in  Delaware. 

Vascular  radiology  is  a field  which  in  the  past 
has  been  primarily  diagnostic  but  has  seen  great 
advances  in  the  therapeutic  arena  as  well.  With 
recent  social  and  economic  pressures  toward 
decreased  hospital  stays,  outpatient  angiography 
has  become  a greater  part  of  the  daily  practice  of 
many  radiology  groups.  The  routine  femoral 
angiogram  and  distal  runoff  may  be  the  most 
commonly  performed  radiologic  procedure  for  the 
evaluation  of  peripheral  vascular  disease. 

The  femoral  angiogram  and  distal  runoff  pro- 
cedure is  extremely  safe,  with  the  most  likely 
complications  being  related  to  the  puncture  site, 
notably  bleeding  and  hematoma.  Less  likely  com- 
plications involve  thrombosis  and  contrast  reac- 
tion. Any  techniques  which  could  further  reduce 
the  possibilities  of  hemorrhage/hematoma  would 
be  a significant  improvement  of  this  relatively 
common  complication. 
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Current  state-of-the-art  technique  involves 
double-wall  puncture  of  the  common  femoral 
artery  with  passage  of  a .035  movable  core  J guide 
wire,  over  which  a #4.3  French  pigtail  catheter  is 
manipulated.  It  is  felt  that  the  size  of  the  puncture 
into  the  femoral  artery  is  the  major  determinant 
of  the  likelihood  of  bleeding  complications  and 
anything  that  could  reduce  this  puncture  would 
help  diminish  these.  Our  experience  using  these 
techniques  with  two  patients  follows. 

Materials  and  Methods 

The  equipment  that  was  suggested  in  the 
SCVIR  review  article  included  a 21  gauge  needle 
for  single- wall  puncture  with  a .018  platinum 
Cope  mandril  wire  over  which  a it 3 French  nylon 
pigtail  catheter  is  passed. 

The  two  patients  presented  with  different 
symptoms.  The  first  was  a 59-year-old  white  male 
with  an  abdominal  aortic  aneurysm.  The  other 
was  an  extremely  obese  41-year-old  white  female 
with  a nonhealing  ulcer  on  the  dorsum  of  the 
right  foot.  Both  were  referred  for  distal  aor- 
tography and  bilateral  runoff.  This  involves 
placement  of  a catheter  in  the  distal  aorta  with 
injection  of  contrast  at  this  point  and  step  film- 
ing over  the  pelvis  and  lower  extremity  as  the 
bolus  flows  distally. 

The  patients  were  prepared  in  a routine  fashion 
and  both  were  informed  of  the  risks.  Both  were 
successfully  punctured  with  single-wall  tech- 
nique. The  first  patient  had  an  extremely  good 
femoral  pulse  and  the  puncture  went  smoothly. 
Although  the  second  patient  was  extremely  obese 
with  no  palpable  pulse,  by  using  fluoroscopic 
landmarks,  the  area  was  “probed”  with  the  21- 
gauge  needle  until  arterial  blood  return  was 
obtained. 

This  ability  to  “search”  for  the  femoral  artery 
in  obese  patients  or  those  with  poorly  palpable 
pulses  is  one  of  the  advantages  of  the  smaller 
gauge  needle.  In  both  patients,  the  Cope  wire  was 
successfully  passed  to  the  arterial  lumen.  The 
guide  wire  was  manipulated  into  the  proximal 
aorta  in  both  patients.  In  the  male  patient,  a 
large  aortic  aneurysm  had  to  be  negotiated.  In 
the  female  patient,  the  vessels  were  patent  and 
smooth. 
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Other  advantages  of  this  system  noted  were  a 
fixed  slight  bend  at  the  end  of  the  Cope  mandril 
wire  and  its  “torqueability,”  which  was  useful  for 
directing  the  wire  through  tortuous  segments  or 
in  and  out  of  small  branch  vessels.  The  “feel”  of 
the  wire,  however,  was  less  easy  to  evaluate  than 
with  a larger  wire.  The  catheter  was  placed  and 
procedures  performed. 

Discussion 

It  may  be  a distinct  advantage  to  use  the 
smaller  needle  from  the  viewpoint  of  the  initial 
puncture.  The  decrease  in  size  between  a 19-  and 
21-gauge  needle  and  a If 3 and  #4.3  French 
catheter  may  appear  negligible;  however,  in  ac- 
tuality, the  cross-sectional  area  may  double  be- 
tween a #3  and  #4  French  catheter  (0.78mm2  vs. 
1.43mm2  ) and  a 21-and  19-gauge  needle 
(0.5mm2  vs.  0.88mm2).  This  is  not  insignificant. 
Some  people  feel  that  even  passing  a #4.3  French 
catheter  over  the  0.18  wire  may  still  confer  the 
benefits  of  the  small  puncture  with  the  better 
maneuverability  and  opacity  of  a larger  catheter 
(assuming  that  it  is  the  needle  puncture  and  not 
the  catheter  size  which  determines  the  degree  of 
bleeding);  however,  we  have  not  had  any  ex- 
perience with  this  variation.  While  the  blood 
return  is  not  as  vigorous  as  with  a 19-gauge 
double-wall  technique,  it  is  expected  that,  with 
experience,  this  will  not  be  a problem.  At  no  time 
were  venous  structures  entered. 

The  feel  of  the  guide  wire  is  a different  story, 
and  it  is  more  difficult  to  get  the  sensation  of  be- 
ing intraluminal.  However,  fluoroscopy  of  the 
groin  while  advancing  the  guide  wire  offers  in- 
formation regarding  subintimal  versus  in- 
traluminal passage. 

As  mentioned  earlier,  it  is  an  advantage  to  be 
able  to  manipulate  the  guide  wire,  as  it  is  tor- 
quable  compared  to  the  routine  J-style  wires.  In- 
itially, there  was  some  difficulty  traversing  the 
aortic  aneurysm,  but  using  the  torque  respon- 
siveness of  the  Cope  wire,  it  was  easily  negotiated. 

The  wire  itself  is  not  extremely  radiopaque,  but 
the  tip  is,  making  it  identifiable  during 
fluoroscopy.  The  catheter,  however,  is  completely 
radiolucent  and  even  injections  of  60  percent  and 
76  percent  contrast  do  not  render  this  clearly  and 
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sharply  visible.  As  a result,  the  pigtail  is  not 
visible  for  placement  and  one  needs  to  use  both 
placement  of  the  wire  tip  and  injections  of  contrast 
to  ascertain  the  location  of  the  catheter’s  tip.  This 
is  easier  said  than  done,  as  the  extremely  narrow 
lumen  of  the  H3  French  catheter  makes  vigorous 
hand  injections  almost  impossible.  However, 
enough  can  be  injected  to  identify  the  anatomic 
location  of  the  catheter  tip. 

These  catheters  are  capable  of  delivering  up  to 
lOcc  of  Conray  76  per  second  up  to  1100  psi.  Our 
initial  experience  was  at  900  psi  with  a flow  rate 
of  6 to  7cc  per  second,  and  the  subsequent  study 
was  performed  at  8cc  per  second  at  900  psi.  No 
problems  were  experienced  with  the  catheters 
withstanding  these  injection  pressures;  however, 
in  both  patients,  leakage  was  seen  around  the 
stopcock  and  connecting  tubing  connections. 
Vigorous  tightening  seemed  to  help  somewhat, 
but,  in  both  patients,  the  pressures  blew  the  stop- 
cock apart  on  at  least  one  run.  One  of  these  was 
deemed  sufficient  to  render  the  study  useless  and 
necessitate  a repeat  injection;  the  other  was  in- 
significant. However,  with  each  of  three  different 
stopcocks  used,  some  degree  of  leakage  was  ex- 
perienced at  some  time  with  all  of  them.  Conver- 
sations with  the  manufacturer  revealed  that  a few 
other  users  have  experienced  this  problem.  We 
will  experiment  with  further  recommended  stop- 
cocks to  see  if  we  can  eliminate  this  problem. 

Opacification  was  adequate.  Digital  angio- 
graphy was  performed  in  both  patients  and 
afforded  good  opacification  at  all  dose  delivery 
rates. 

The  patients  tolerated  the  catheter  extremely 
well,  and,  indeed,  the  single  foremost  reason  for 
using  these  catheters  was  the  rather  remarkable 
hemostasis  obtained.  The  first  patient  showed  vir- 
tually no  bleeding  from  the  puncture  site  after  the 
catheter  was  removed  and  the  second  showed  far 
less  than  usual. 

Conclusion 

Overall,  the  initial  two  patients  show  promising 
results.  The  drawbacks  of  the  new  system  are  that 
it  is  new  and  the  sensations  in  passing  the  wire 
and  catheter  are  decreased.  Due  to  its  radiolucen- 
cy  and  the  unfamiliarity  of  the  single-wall 
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technique,  localizing  it  is  a slightly  different 
procedure,  with  which  many  people  may  not  be 
comfortable.  However,  no  significant  complica- 
tions were  encountered. 

The  rather  impressive  lack  of  bleeding  at  the 
completion  of  the  procedure  is  the  reason  for  this 
catheter  in  the  first  place  and  seems  to  warrant 
its  use  in  specific  subsets  of  patients,  mainly  out- 
patients, patients  with  difficult  pulses  in  which 
searching  for  the  artery  with  a needle  may  be 
necessary,  and  patients  who  are  prone  to  bleeding. 
Useful  options  for  this  equipment  would  also  in- 
clude single  extremity  runoffs  and  using  the  small 
needle  and  guide  wire  as  a first  step  to  insertion 
of  a it  A. 3 French  catheter. 

Internists,  family  physicians,  general  and 
vascular  surgeons  should  be  aware  that  this 
technology  exists  and  may  be  able  to  favorably 
decrease  the  number  of  bleeding  complications 
resulting  from  femoral  angiography. 

We  will  attempt  to  supply  further  information 
as  our  experience  with  this  catheter  progresses. 
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...there  may  be  bronchitis 


"Recent  research 
has  delineated 
early,  more  subtle 
changes  in  lung  and 
immune  functions.  These 
alterations  directly 
predispose  smokers  to 
respiratory  tract  infection.” 

Am  Fam  Phys  1987;36:133-140 
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Established  therapy 
for  today’s  patients 


For  respiratory  tract  infections  due  to 
susceptible  strains  of  indicated  organisms 


: 
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Brief  Summary. 

Consult  the  package  literature  tor  prescribing  Information. 
Indication:  Lower  respiratory  infections,  including 
pneumonia,  caused  by  Streptococcus  pneumoniae. 
Haemophilus  influenzae,  and  Streptococcus  pyogenes 
(group  A p-hemolytic  streptococci). 

Contraindication:  Known  allergy  to  cephalosporins. 
Warnings:  CECLOR  SHOULD  BE  ADMINISTERED 
CAUTIOUSLY  TO  PENICILLIN-SENSITIVE  PATIENTS. 
PENICILLINS  AND  CEPHALOSPORINS  SHOW  PARTIAL 
CROSS-ALLERGENICITY.  POSSIBLE  REACTIONS 
INCLUDE  ANAPHYLAXIS. 

Administer  cautiously  to  allergic  patients. 
Pseudomembranous  colitis  has  been  reported  with 
virtually  all  broad-spectrum  antibiotics.  It  must  be  con- 
sidered in  differential  diagnosis  of  antibiotic-associated 
diarrhea.  Coton  flora  is  altered  by  broad-spectrum 
antibiotic  treatment,  possibly  resulting  in  antibiotic- 
associated  colitis. 

Precautions: 

• Discontinue  Ceclor  in  the  event  of  allergic  reactions  to  it. 

• Prolonged  use  may  result  in  overgrowth  of  non- 
susceptible  organisms. 

• Positive  direct  Coombs’  tests  have  been  reported 
during  treatment  with  cephalosporins. 

• Ceclor  should  be  administered  with  caution  in  the 
presence  of  markedly  impaired  renal  function.  Although 
dosage  adjustments  in  moderate  to  severe  renal 
impairment  are  usually  not  required,  careful  clinical 
observation  and  laboratory  studies  should  be  made. 

• 8road-spectrum  antibiotics  should  be  prescribed  with 
caution  in  individuals  with  a history  of  gastrointestinal 
disease,  particularly  colitis. 

• Safety  and  effectiveness  have  not  been  determined  in 
pregnancy,  lactation,  and  infants  less  than  one  month 
old.  Ceclor  penetrates  mother's  milk.  Exercise  caution 
in  prescribing  for  these  patients. 


Adverse  Reactions:  (percentage  of  patients) 
Therapy-related  adverse  reactions  are  uncommon. 
Those  reported  Include: 

• Hypersensitivity  reactions  have  been  reported  in  about 
1.5%  of  patients  and  include  morbilliform  eruptions 
(1  in  100).  Pruritus,  urticaria,  and  positive  Coombs’ 
tests  each  occur  in  less  than  1 in  200  patients.  Cases 
of  serum-sickness-like  reactions  have  been  reported 
with  the  use  of  Ceclor.  These  are  characterized  by 
findings  of  erythema  multiforme,  rashes,  and  other  skin 
manifestations  accompanied  by  arthritis/arthralgia,  with 
or  without  fever,  and  differ  from  classic  serum  sickness 
in  that  there  is  infrequently  associated  lymphadenopathy 
and  proteinuria,  no  circulating  immune  complexes,  and 
no  evidence  to  date  of  sequelae  of  the  reaction.  While 
further  investigation  is  ongoing,  serum-sickness-like 
reactions  appear  to  be  due  to  hypersensitivity  and  more 
often  occur  during  or  following  a second  (or  subsequent) 
course  of  therapy  with  Ceclor.  Such  reactions  have  been 
reported  more  frequently  in  children  than  in  adults  with 
an  overall  occurrence  ranging  from  1 in  200  (0.5%)  in 
one  focused  trial  to  2 in  8,346  (0.024%)  in  overall 
clinical  trials  (with  an  incidence  in  children  in  clinical 
trials  of  0.055%)  to  1 in  38,000  (0.003%)  in  spon- 
taneous event  reports.  Signs  and  symptoms  usually 
occur  a few  days  after  initiation  of  therapy  and  subside 
within  a few  days  after  cessation  of  therapy;  occasion- 
ally these  reactions  have  resulted  in  hospitalization, 
usually  of  short  duration  (median  hospitalization  = two 
to  three  days,  based  on  postmarketing  surveillance 
studies).  In  those  requiring  hospitalization,  the  symp- 
toms have  ranged  from  mild  to  severe  at  the  time  of 
admission  with  more  of  the  severe  reactions  occurring 
in  children.  Antihistamines  and  glucocorticoids  appear 
to  enhance  resolution  of  the  signs  and  symptoms.  No 
serious  sequelae  have  been  reported. 

• Stevens-Johnson  syndrome,  toxic  epidermal  necrolysis, 


and  anaphylaxis  have  been  reported  rarely.  Anaphylaxis 
may  be  more  common  in  patients  with  a history  of 
penicillin  allergy. 

• Gastrointestinal  (mostly  diarrhea):  2.5% 

• Symptoms  of  pseudomembranous  colitis  may  appear 
either  during  or  after  antibiotic  treatment. 

• As  with  some  penicillins  and  some  other  cephalo- 
sporins, transient  hepatitis  and  cholestatic  jaundice 
have  been  reported  rarely. 

• Rarely,  reversible  hyperactivity,  nervousness,  insomnia, 
confusion,  hypertonia,  dizziness,  and  somnolence  have 
been  reported. 

• Other:  eosinophilia,  2%;  genital  pruritus  or  vaginitis, 
less  than  1%  and,  rarely,  thrombocytopenia  and  reversible 
interstitial  nephritis. 

Abnormalities  in  laboratory  results  of  uncertain  etiology. 

• Slight  elevations  in  hepatic  enzymes. 

• Transient  lymphocytosis,  leukopenia,  and,  rarely, 
hemolytic  anemia  and  reversible  neutropenia. 

• Rare  reports  of  Increased  prothrombin  time  with  or 
without  clinical  bleeding  in  patients  receiving  Ceclor 
and  Coumadin  concomitantly. 

• Abnormal  urinalysis;  elevations  in  BUN  or  serum 
creatinine, 

• Positive  direct  Coombs'  test. 

• False-positive  tests  for  urinary  glucose  with  Benedict's 
or  Fehling’s  solution  and  Clinitest®  tablets  but  not  with 
Tes-Tape”  (glucose  enzymatic  test  strip,  Lilly). 
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SPECIAL  REPORT 


Occupational  Maladjustment  in  the  Multidisciplinary 

Intensive  Care  Unit: 


Factors  Involved  in  Its  Development  and 
Possible  Solutions 


Peter  Chodoff,  M.D.,  M.P.H. 


Present  organizational  structure  in 
multidisciplinary  intensive  care  units  leads  to 
ambiguity  of  role  definition.  This  creates  a dif- 
ficult working  environment  for  critical  care  per- 
sonnel. A more  structured,  unidisciplinary  ap- 
proach to  the  organization  of  these  areas  is  one 
possible  solution  to  some  of  these  problems. 
Research  by  behavioral  scientists,  psychiatrists, 
and  critical  care  specialists  is  needed  to  redefine 
the  scaffolding  upon  which  the  organization  of 
multidisciplinary  intensive  care  units  should  be 
built. 

Introduction 

The  multidisciplinary  intensive  care  unit  (ICU) 
is  an  abnormal  physical  and  psychological 
human  environment  which  has  evolved  because 
of  physicians’  preoccupation  with  improving  the 
chances  for  survival  of  a critically  ill  population. 
A vital  and  expensive  resource  in  the  successful 
functioning  of  these  units  are  the  nurses  and 
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physicians  who  work  there.  Occupational  malad- 
justment among  these  professionals  constitutes 
a serious  impediment  to  the  successful  operation 
of  these  units  and  leads  to  loss  of  self-esteem, 
depression  and  problems  with  interpersonal  rela- 
tionships, symptoms  similar  to  those  described 
by  Frank1  in  the  demoralization  syndrome. 

It  is  the  premise  of  this  paper  that  the 
technology  and  knowledge  explosions  which 
created  the  need  for  multidisciplinary  ICUs  has 
outstripped  the  present  organizational  struc- 
ture’s ability  to  deal  with  them.  The  restructur- 
ing of  these  units  and  the  use  of  primary,  secon- 
dary, and  tertiary  preventive  techniques  will 
make  them  more  compatible  with  man’s 
psychological  characteristics,  thus  creating  a 
more  constructive  work  place. 

Development  of  the  Organizational  Structure 

During  periods  of  social  change,  traditional 
values  and  institutions  lose  their  meaning.1 
Change  creates  disunity  and  can  cause  malfunc- 
tion of  organizations  by  contributing  to  the 
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demoralization  of  the  personnel  in  the  institu- 
tion. Inability  to  cope  with  the  environment  is  a 
manifestation  of  change  that  occurs  without  a 
supporting  organizational  structure;  the  more 
rapid  the  rate  of  change,  the  more  difficult  for  the 
individual  to  cope.  Demoralization  produces  a 
variety  of  symptoms,  such  as  anxiety,  chronic  ten- 
sion, and  depression,  which  in  turn  make  the  in- 
dividual less  able  to  function  within  the 
organization. 

Changes  in  the  working  environment  in  the 
hospital  from  a simple  structure  to 
multidisciplinary  ICUs  constitute  such  a rapid- 
ly changing  environment  and  precipitate  prob- 
lems with  coping.  For  years  medical  practice 
occurred  in  a simple  organizational  structure  in 
which  there  was  a clear  delineation  of  respon- 
sibility from  physician  to  nurse;  sophisticated 
monitors  were  not  used,  and  one  physician  was 
responsible  for  each  patient.  Patterns  of  behavior 
learned  in  these  settings  were  useful  for  years. 

The  first  three-bed  intensive  care  area  for 
neurosurgical  patients  opened  in  1923  at  the 
Johns  Hopkins  Hospital.2  From  that  time  until 
World  War  II  there  was  little  development  of 
these  units.3  During  World  War  II,  trauma 
centers  were  established,  followed  in  1943  by 
shock  wards  and  thoracic  surgical  wards.  These 
permitted  efficient  use  of  scarce,  expensive  per- 
sonnel. In  fact,  the  shortage  of  nurses  in  the 
United  States  supplied  the  impetus  for  the  open- 
ing of  recovery  rooms  in  1943  at  the  Mayo  Clinic. 

In  the  1950s,  respiratory  care  units  appeared, 
and  the  first  multidisciplinary  ICU  opened  at 
Baltimore  City  Hospital  in  1958.4  Coronary  care 
units,  neurosurgical  units,  cardiac  surgery  units, 
burn  units,  neonatal  intensive  care  units,  and 
pediatric  intensive  care  units  all  followed  in  rapid 
succession.  Most  of  these  units  were 
unidisciplinary,  department-controlled  areas 
where  the  physician  in  charge  was  of  the  same 
discipline  as  the  care  required  (i.e.,  internist- 
coronary  care  unit,  surgeon-surgical  intensive 
care  unit). 

In  1970,  the  Society  of  Critical  Care  Medicine 
was  formed,4  committed  to  the  multidisciplinary 
concept  of  patient  care.  In  the  multidisciplinary 
unit  the  physician  in  charge  could  be  any 
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specialist  with  an  expertise  in  managing  life  sup- 
port systems,  unlike  the  single  discipline  inten- 
sive care  unit. 

The  purpose  of  the  Society  was  to  promote  the 
multidisciplinary  concept,  as  opposed  to  tradi- 
tional medical  care  organized  on  a departmental 
basis.  In  the  presidential  address  at  the  first  an- 
nual meeting  of  the  Society,  Dr.  Weil5  stated, 
“We  shall  have  to  overcome  some  traditional  bar- 
riers.” He  also  commented  on  the  difficulty  that 
anesthesiologists,  internists,  and  surgeons  would 
have  with  their  parent  disciplines.  He  further 
stated  that  the  establishment  of  this  society 
created  an  ideal  opportunity  for  breaking  down 
barriers  that  isolated  traditional  departments. 

Just  two  years  after  these  hopeful  statements, 
Dr.  William  Shoemaker  and  others6,7  expressed 
concern  over  the  viability  of  critical  care 
medicine.  There  remained  a clear  medical  need 
for  multidisciplinary  ICUs,  but  parent  disciplines 
regarded  these  units  as  a usurpation  of  their 
prerogatives.  This  provoked  emotional  debates 
about  who  was  responsible  for  what.  In  the  same 
year,  Dr.  Weil9  commented  on  the  problems 
created  by  the  change  from  one-on-one  care  to  the 
team  approach. 

The  new,  uncertain  organizational  structure 
described  above  creates  a difficult  environment 
for  physicians  and  nurses.  No  one  knows  who  is 
in  charge;  there  is  separation  from  the  parent 
discipline;  and  areas  of  expertise  of  various 
specialists  overlap  like  an  intersecting  Venn 
diagram. 

In  the  organizational  structure  that  has  evolved 
in  multidisciplinary  ICUs,  there  is  inadequate 
information  for  the  physician  and  nurse  to  per- 
form their  duties.  The  situation  produces  role  am- 
biguity, precipitating  less  use  of  administrative, 
leadership,  and  intellectual  skills.  This  is  the 
beginning  of  a malignant  cycle  leading  to  poor 
function  of  the  unit. 

An  analogous  experience  has  been  reported 
from  a community  mental  health  center.8  A 
group  of  mental  health  professionals  moved  from 
a rigidly  structured  state  hospital  with  a strict- 
ly hierarchical  approach  to  decision  making  to  a 
community  mental  health  center,  where  a com- 
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pletely  nonauthoritarian  structure  was  establish- 
ed. In  place  of  the  structured  environment  to 
which  they  were  accustomed,  an  organization 
with  blurred  roles,  equality  of  functioning,  and  the 
principle  of  the  generalist  was  developed. 

Problems  soon  surfaced  with  this  organiza- 
tional model:  hostility  between  staff  developed, 
and  there  was  no  organized  treatment  plan  for 
each  patient.  The  organizational  structure  was 
unable  to  deal  with  other  functional  elements  of 
the  group  such  as  the  pharmacy,  laboratory,  etc. 

Fischer  described  this  dilemma  aptly  when  he 
said,  “The  team  concept  may  be  carried  to  the 
point  where  professional  distinctions  are  blurred 
and  treatment  decisions  are  made  in  such  a way 
that  medical  people  seem  to  be  abandoning  their 
essential  responsibilities”.9  Platman10  described 
the  difficulties  with  interdisciplinary  activity  in 
research  areas. 

Collaboration  between  departments  is  fre- 
quently described  in  organizations,  but  it  rarely 
occurs;  however,  collaboration  within  a depart- 
ment does  occur.  Tolbert8  suggested  that  an  im- 
portant characteristic  of  organizational  develop- 
ment is  the  determination  of  specific  goals  within 
the  framework  of  the  organization’s  policies  and 
procedures. 

A hierarchical  organization  with  clear  authori- 
ty levels  provides  a necessary  scaffolding  for  ef- 
ficient task  performance.  It  may  be  that  some  of 
the  original  aims  of  the  Society  of  Critical  Care 
Medicine  are  incompatible  with  natural  human 
behavior. 

Possible  Solutions 

A study  of  the  organizational  structure  by 
psychiatrists,  operations  researchers,  applied 
behavioral  scientists,  etc.,  should  be  undertaken 
to  find  the  structure  most  conducive  to  opera- 
tional success.  Behavioral  scientists  using 
systems  theory  and  specializing  in  organiza- 
tional development  are  particularly  suited  to  this 
task.  In  their  studies  of  performance  by  various 
components  of  organizational  structures,  they 
frequently  deal  with  problems  of  people  manage- 
ment and  with  problems  of  coping  with  inter-unit 
and  interorganizational  conflict.11 
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Other  techniques  of  applied  behavioral  science 
which  might  be  used  are  studies  of  influence 
strategy;12  these  are  strategies  used  by 
managers  to  determine  the  outcome  of  relations 
between  the  manager  and  the  target  person. 

One  possible  change  for  multidisciplinary  ICUs 
would  be  to  place  them  under  control  of  a parent 
department.  Each  individual  in  the  unit, 
regardless  of  his  or  her  training,  would  be  respon- 
sible to  this  department;  authority  would  be 
clearly  spelled  out.  This  is  a significant  change 
from  traditional  structure;  for  example,  an 
anesthesia  department  might  be  in  charge  of  the 
unit  and  have  a surgeon  as  a member  of  the  staff, 
or  vice-versa. 

Work  Characteristics 

Noise  - Noise  has  nonauditory,  generalized 
stress-producing  effects  in  man  and  will  increase 
the  rate  of  error  in  the  performance  of  tasks,13  a 
most  undesirable  result  in  an  area  where  the 
complexities  of  the  task  already  generate 
mistakes.  The  magnitude  of  the  problem  can  be 
understood  if  we  realize  that  noise  measurements 
in  these  areas  reach  75  dBA.  The  Department  of 
Labor14  requires  hearing  protection  for  noise  at 
the  90  dBA  level. 

Technology  - The  multidisciplinary  intensive  care 
unit  is  a technologically  intensive  environment; 
this  is  true  both  for  the  number  of  measurements 
made  and  the  rate  at  which  technology  changes. 
One  representative  article15  in  the  critical  care 
literature  describes  monitoring  35  variables  for  the 
cardiorespiratory  system  alone. 

Work  Overload  - Most  units  are  understaffed  in 
terms  of  nurses  and  physicians,  leading  to  ex- 
cessive stimulation  and  fatigue.  For  nurses,  the 
ideal  staffing  pattern  is  one  nurse  to  one  patient; 
this  is  rarely  met.  There  are  objective  physiologic 
changes  that  occur  with  work  overload;16  heart 
rate  and  blood  cholesterol  changes  are  examples. 
The  problems  of  noise  and  work  overload  are  in- 
teractive in  their  stress-producing  actions. 

Possible  Solutions 

Engineers  and  physicians  who  design  these 
units  should  make  noise  generation  one  of  the 
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criteria  in  equipment  selection.  Industry  could 
respond  with  quieter  instruments.  Periodic  work 
breaks  in  a quiet  atmosphere  must  also  be 
helpful. 

Studies  of  changes  in  physiologic  variables 
might  reveal  a constellation  or  pattern  of 
responses  that  would  allow  a susceptible  in- 
dividual to  be  identified  and  removed  from  the 
environment  before  permanent  change  occurs. 

Effects  on  Physicians 

Acute  illness  and  critical  care  management 
provoke  psychological  stress  in  the  caretakers. 
The  role  of  psychological  stress  is  poorly 
understood,  and  the  providers  of  care  are  those 
least  likely  to  be  aware  of  the  stresses  under 
which  they  are  operating.17  Critical  care  physi- 
cians bring  their  own  conflicts  to  the  unit  without 
any  training  for  dealing  with  them. 

Psychological  stress  for  physicians  involves  the 
patient  who  does  not  get  better,  obtunded  pa- 
tients incapable  of  “loving”  the  caretaker,  and 
the  patient  who  dies.  Caring  for  the  dying  patient 
elicits  significant  stress,  especially  in  those  who 
have  not  come  to  terms  with  their  unconscious 
feelings  of  omnipotence. 

The  feelings  generated  in  these  units  are  often 
accompanied  by  fatigue,18  and  the  death  of  a pa- 
tient may  be  viewed  by  physicians  as  an  attack 
on  their  training  and  competence.  The  integrity 
of  other  fantasies  and  defense  mechanisms  is 
threatened.  Physicians  must  learn  to  develop  new 
communicative  skills  to  establish  a relationship 
with  tracheotomized  patients  on  ventilators,  who 
cannot  talk. 

All  of  these  stresses  lead  to  problems  with  other 
personnel  in  the  unit.  During  a crisis  some  physi- 
cians become  excessively  authoritative,  abusive, 
and  arrogant  when  dealing  with  nurses,  and  they 
provide  no  support  for  other  personnel  in  the 
unit. 

There  are  also  ethical  problems  for  critical  care 
physicians.19  Decisions  are  made  in  a 
multidisciplinary  ICU  not  to  resuscitate  the  pa- 
tient, not  to  dialyze  a patient,  etc.  The  awesome 
responsibility  of  these  decisions  imposes  another 
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psychological  stress  with  which  critical  care 
physicians  must  recognize  and  deal. 

Possible  Solutions 

A liaison  psychiatrist  assigned  full  time  to  the 
unit  can  help  the  staff  deal  with  these  problems. 
If  the  psychiatrist  is  on  the  unit  full  time  he  or 
she  will  become  part  of  the  treatment  team  and 
be  accepted  by  the  other  professional  staff.  The 
psychiatrist  will  also  identify  potential  interper- 
sonal problems  among  the  staff  more  quickly  and 
be  better  able  to  deal  with  them. 

Effects  on  Nurses 

ICUs  experience  an  unusually  high  turnover 
rate  of  nursing  personnel,  averaging  50  percent 
yearly.20,21  A study22  of  218  nurses  who  left  the 
intensive  care  environment  over  a four-year 
period  revealed  a high  percentage  (56%)  who  left 
for  nonspecific  reasons  associated  with  the 
psychological  stress  of  the  ICU. 

The  psychological  state  of  the  nurse  in  the 
multidisciplinary  ICU  influences  the  effec- 
tiveness of  patient  care  and  also  plays  a role  in 
the  turnover  rate.  In  this  environment  the  at- 
mosphere is  not  unlike  a tension-charged  aid  sta- 
tion during  combat,  where  there  is  repetitive  con- 
tact with  death  and  dying. 

Workload,  complexity  of  the  tasks,  and  the 
rapidity  of  performance  all  contribute  to  a state 
of  chronic  anxiety.23  The  nurse  continually  lives 
with  the  possibility  of  error  and  of  concomitant 
harmful  sequelae  adding  to  the  anxiety  already 
present.24 

In  the  ICU,  nurses’  self-esteem  is  damaged. 
Their  awareness  of  mistakes,  real  and  exag- 
gerated, are  continual  reminders  of  failures.  This 
is  reinforced  by  the  ultimate  failure,  the  death  of 
the  patient.  The  threat  of  object  loss  is  pervasive, 
and  nurses  experiences  grief,  anxiety,  rage,  and 
excessive  stimulation.  They  must  protect 
themselves  from  this  and  thus  develop  defense 
mechanisms.  They  may  relate  to  the  monitors 
and  machines,  use  denial,  laugh,  or  joke  at  seem- 
ingly inappropriate  times.  There  are  many  signs 
that  the  intensity  of  stress  in  these  units  goes 
beyond  the  adaptive  level. 
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There  are  intra-group  pressures  with  which 
nurses  must  contend.  Group  ties  in  these  units 
are  extremely  close,  cooperation  is  mandatory, 
and  the  degree  of  cohesiveness  of  the  group  sup- 
plies external  support.  These  group  interactions 
can  create  problems;  minor  illness  must  not 
precipitate  time  away  from  work,  and  there  is  a 
tendency  of  the  group  to  agree  collectively  to 
unrealistic  workloads. 

Possible  Solutions 

Group  discussions  held  regularly  with  the  staff 
in  the  unit  may  help  attenuate  the  pathologic 
features  of  work  in  the  multidisciplinary  ICU. 
The  person  who  leads  the  discussion  must  be  ex- 
perienced and  psychologically  sophisticated.  This 
role  can  be  filled  by  the  liaison  psychiatrist,  who 
can  also  serve  as  a consultant  for  individual  pa- 
tient problems. 

Another  task  for  the  psychiatrist  assigned  to 
the  unit  is  to  work  with  physicians  and  the  ad- 
ministrative hierarchy,  acting  as  an  advocate  for 
the  special  needs  of  personnel  in  these  areas. 
These  include  recognition  of  the  “hazardous” 
nature  of  the  work  by  pay  differentials,  periodic 
brief  vacations,  and  finite  tours  of  duty. 

Selection  of  nurses  and  physicians  should  in- 
clude psychological  aptitude  as  well  as  technical 
expertise.  The  psychiatrist  should  be  involved  in 
trying  to  create  a better  person/environment  fit. 

A clinical  psychologist  could  help  in  selection 
of  personnel  by  administering  tests  that  measure 
nonintellectual  traits  such  as  personality.26  Ob- 
jective personality  tests  such  as  the  MMPI  that 
are  amendable  to  statistical  analysis  could  be 
given  to  new  personnel  in  multidisciplinary  ICUs 
at  the  beginning  of  their  training  or  job.  Their 
adaptability  to  the  environment  after  one  year 
could  then  be  measured  and  correlated  with  a 
particular  cluster  of  personality  traits.  This  in- 
formation might  be  useful  in  job  selection. 

The  Navy  does  psychological  testing  of  personnel 
before  assigning  them  to  duty  on  submarines,  a 
situation  that  is  comparable  in  some  ways  to  the 
stressful  environment  in  the  ICU.  Both  are  confin- 
ing, technologically  intensive,  require  group  interac- 
tions, and  are  associated  with  death  and  dying. 
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Work  overload  can  be  prevented  by  adequate 
staffing.  This  requires  an  understanding  by  ad- 
ministrative personnel  of  the  stresses  that  occur 
in  these  units  and  a willingness  to  allocate  suf- 
ficient resources. 

Summary 

There  is  concern  over  the  rapid  turnover  of  per- 
sonnel in  intensive  care  units.  Nursing  staff  is 
more  prone  to  turnover  because  of  psychological 
factors  and  physicians  because  of  the  organiza- 
tional structure.2.  Physicians  and  nurses  are  ex- 
posed to  massive  psychological  stresses  in  these 
units;  a better  understanding  of  their  part  in  pro- 
ducing occupational  maladjustment  is  needed. 
Active  participation  by  mental  health  profes- 
sionals is  essential  in  this  area. 

Technological  change  and  the  explosion  of 
knowledge  in  multidisciplinary  intensive  care 
units  have  outstripped  the  ability  of  traditional 
organizational  structures  to  allow  efficient  opera- 
tion of  these  units.  This  structure  needs  to  be  ex- 
amined by  a team  of  behavioral  organizational 
scientists  so  that  it  can  be  changed  to  optimize 
function. 
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The  instrumentation,  design  of  units,  work 
schedules,  role  definition,  etc.,  all  must  be 
evaluated  and  changed. 

The  enormous  expense  created  by  the  occupa- 
tional maladjustment  in  these  area,  both  in 
terms  of  loss  of  expensive  personnel  and 
psychologic  damage  to  individuals,  justifies  the 
study  and  implementation  of  some  of  the  changes 
suggested  in  this  paper. 
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SPECIAL  REPORT 


Guidelines  of  the  Delaware  Radiologic  Society 
for  Reporting  of  Mammograms  and  Breast  Ultrasound 


Leonard  Rosenbaum,  M.D. 


Background 

There  are  no  generally  accepted  criteria  for  the 
recommendation  of  biopsy  of  nonpalpable  lesions 
seen  on  mammography  or  diagnostic  ultrasound. 
There  have  been  many  studies  describing  find- 
ings in  benign  and  malignant  disease;  however, 
the  findings  are  not  always  reported  for  specific 
age  groups,  good  statistical  analysis  is  often  lack- 
ing, comparisons  of  findings  between  studies  is 
often  difficult  because  of  varying  methods  of 
reporting  mammographic  signs,  and  not  all 
studies  report  age-specific,  in  situ  and  invasive 
cancer  rates  for  various  mammographic  signs. 
Further,  there  have  been  no  good  studies  compar- 
ing the  outcome  of  patients  whose  cancers  were 
discovered  as  the  result  of  periodic  follow-up  of 
low-risk  lesions  seen  on  mammographs  with  the 


Dr.  Rosenbaum  is  associated  with  the  Department  of  Radiology,  Medical  Center 
of  Delaware. 

These  guidelines  were  formulated  by  a committee  of  the  Delaware  Radiologic 
Society,  chaired  by  Dr.  Rosenbaum,  and  consisting  of  Carl  J.  Abramowicz,  M .D.  , 
Steven  L.  Edell,  DO.;  Garth  A.  Koniver,  M.D  ; Irene  P Raisis,  M.D  , and  Richard 
L.  Ward.  M.D. 
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outcome  of  those  whose  lesions  were  discovered 
as  the  result  of  immediate  biopsy  of  low-risk 
lesions. 

As  a result  of  these  deficiencies,  there  is  a wide 
range  in  the  percentage  of  false  positive  and  false 
negative  interpretation  of  mammograms  from 
practice  to  practice.  Most  teaching  institutions  in 
the  United  States  report  a 20  to  30  percent  cancer 
rate  in  biopsy  specimens  of  nonpalpable  lesions, 
but  much  lower  rates  are  not  uncommon  outside 
of  these  institutions.  Much  higher  rates  have 
been  reported  in  some  European  countries  where 
medico-legal  problems  are  less  prevalent. 

A major  reason  for  the  low  rates  (high  numbers 
of  false  positives)  is  the  fear  of  a lawsuit  if  a low- 
risk  lesion  proves  to  be  malignant.  It  is  “safer”  to 
recommend  biopsy  instead  of  follow-up  for  probably 
benign  lesions.  Even  if  biopsy  is  not  recommended, 
the  use  of  phrases  such  as  “malignancy  cannot 
be  excluded”  or  “surgical  consultation  is  re- 
quested” in  the  reporting  of  these  lesions  often 
results  in  the  patient  having  a biopsy  that  may 
not  be  indicated.  Such  reporting  could  serve 
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as  an  obstacle  to  the  widespread  acceptance  of 
mammographic  screening. 

The  guidelines  outlined  below  are  an  attempt 
to  standardize  locally  the  management  of  pa- 
tients with  abnormal  mammographic  findings 
and  no  palpable  lesion.  They  represent  a consen- 
sus by  radiologists  experienced  in  mammography 
who  recognize  the  lack  of  definitive  scientific 
evidence  for  many  of  these  policies  but  believe 
that  this  represents  the  best  way  to  care  for  pa- 
tients in  1990  based  on  information  now 
available.  The  radiologists  acknowledge  the  need 
for  frequent  review  and  revision  of  the  guidelines 
as  new  information  becomes  available  and  hope 
that  their  use  will  reduce  the  number  of  un- 
necessary biopsies  now  being  performed. 

The  policies  are  not  intended  to  cover  every 
situation  encountered  but  only  those  on  which 
agreement  can  be  reached. 

Finally,  the  guidelines  are  not  meant  to  be  a 
substitute  for  judgement.  Failure  to  follow  them 
should  not  be  construed  as  poor  medical  practice. 

General  Principles 

1 . Any  lesion  known  to  be  stable  for  one  year  or 
longer  is  presumed  benign.  Additional  follow- 
up at  discretion  of  radiologist. 

2.  Unless  otherwise  specified,  “high-risk 
group”  implies  high  risk  for  breast  cancer 
and  includes  women  over  the  age  of  49, 
women  who  have  had  cancer  of  the  breast  or 
women  whose  mother,  sister  or  maternal 
aunt  has  had  breast  cancer. 

3.  An  attempt  should  be  made  to  limit  reports 
to  three  possibilities: 

A . No  evidence  of  malignancy 

B . Six-month  follow-up 

C.  Biopsy  recommended  or  suspicious  for 
carcinoma.  Phrases  such  as  “malignan- 
cy cannot  be  excluded”  or  “surgical  con- 
sultation requested”  should  be  used 
infrequently. 


Lesions  Not  to  Biopsy 

1.  Sedimented  calcium  in  benign  breast  cysts. 

A . Linear,  curvilinear  or  teacup-shaped  par- 
ticles on  horizontal  beam  views. 

B . Ill-defined  smudges  or  discrete  punctate 
shadows  on  vertical  beam  craniocaudad 
views. 

C . Usually  multiple,  bilateral  and  scattered 
but  may  be  unilateral  and  clustered. 
Rarely  solitary. 

D.  Follow-up:  None  needed. 

2.  Calcifications  in  skin. 

A . Location  of  calcification  may  not  be  ap- 
parent until  needle  localization.  If 
calcifications  are  found  to  be  in  the  skin, 
biopsy  should  be  cancelled. 

B.  Follow-up:  None  needed. 

3.  Simple  cysts  by  ultrasound. 

A . Follow-up:  None  needed. 

4.  Solid,  solitary,  completely  smooth,  well- 

defined,  noncalcified  mass. 

A . Patient  of  any  age.  Lesion  proven  to  be 
stable  for  one  year.  Routine  follow-up. 

B . Lesion  known  to  be  stable  at  least  three 
months.  Follow-  up  mammography  in  six 
months. 

C . Lesion  thought  to  represent  intramam- 
mary lymph  node  by  location,  size  and 
characteristics.  Routine  follow-up. 

D . Lesion  less  than  10mm.  Follow-up  in  six 
months. 

5.  Multiple,  completely  smooth,  noncalcified, 

nonlobulated  masses  on  mammography.  Le- 
sions bilateral  or  diffuse. 
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A . Routine  follow-up. 

B . Lesions  confined  to  one  quadrant  of  one 
breast  in  any  risk  group.  Ultrasound. 

6.  Benign  appearing  calcifications.  Routine 
follow-up. 

7.  Probably  benign  calcifications.  Follow-up  in 
six  months. 

8.  Asymmetric  areas  of  increased  density.  Focal 
areas  of  increased  density  often  interspersed 
with  varying  amounts  of  fatty  tissue,  often 
demonstrating  concave  margins  as  opposed 
to  a mass  which  has  a central  area  of 
increased  density  and  generally  convex 
margins.  Routine  follow-up. 

Indeterminate  Lesions 

1.  Complex  cysts  by  ultrasound. 

A . Most  likely  a cyst  with  internal  debris  or 
hemorrhage. 

B.  Follow  up:  Aspiration  for  confirmation. 

1)  If  lesion  cannot  be  confirmed  as 
cystic  it  should  be  managed  as  a solid 
lesion. 

2.  Lesions  which  could  be  biopsied  or  followed 
in  six  months  by  mammography.  Decision 
made  jointly  by  surgeon  and  patient. 

A . Solid,  smooth,  well-defined,  solitary,  non- 
calcified  mass  10mm  or  greater  in  a pa- 
tient in  a low-risk  group  under  age  60. 

B.  Calcifications  slightly  suspicious  for 
carcinoma. 

Lesions  That  Should  Be  Biopsied 

1 . Multiple  solid  circumscribed  round  or  oval  le- 
sions confined  to  one  quadrant  of  one  breast. 
May  be  invasive  papillary  carcinoma. 

2.  Lesions  that  are  spiculated  or  have  irregular 


margins  on  mammography  and  by  nature  of 
appearance  on  two  views  or  by  compression 
spot  films  are  masses  rather  than  nonspecific 
densities  or  superimposed  structures. 

3.  Solid  circumscribed  lesions  that  have  a 
lobulated  contour. 

4.  Solitary  solid  circumscribed  smoothly 
outlined  lesions  10mm  or  greater  in  women 
over  the  age  of  59  or  at  high  risk. 

5.  Any  new  soft  tissue  density  or  slightly 
suspicious  calcifications  in  women  over  the 
age  of  59. 

6.  Any  calcifications  thought  suspicious  for 
carcinoma. 

Potential  Roles  of  Breast  Ultrasound 

Possible  Applications 

1.  Evaluation  of  a nonpalpable,  circumscribed 
breast  mass  over  7mm  or  of  a breast  with 
numerous  nonpalpable  masses. 

A . Not  all  lesions  that  fit  these  criteria 
should  have  ultrasound  of  the  breast.  If 
the  lesions  are  multiple,  if  the  patient  is 
in  a low-risk  group  for  breast  cancer  or  if 
the  lesion  has  been  stable,  follow-up 
mammography  is  a reasonable 
alternative. 

2.  Evaluation  of  a palpable  mass  that  is  not 
seen  or  is  indeterminate  on  mammography. 

3.  Biopsy  localization  of  a lesion  seen  only  on 
one  mammography  projection  or  is  not  seen 
at  all  on  mammography. 

4.  Aspiration  guidance  for  a non  palpable  cyst. 

Nonindications 

1 . Screening  for  breast  cancer,  including  women 
with  dense  breasts  or  breast  implants. 

2.  Examination  of  patients  who  refuse 
mammography. 
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The  letters  you  can  barely  see  are  the  sounds 
many  of  your  patients  can  barely  hear 

Most  of  them  can  be  helped  with  the  technology  now  available  in  an  in-the-ear 
hearing  aid.  Wilmington  Audiology  Services  offers  state  of  the  art  hearing  aid 
evaluations,  comprehensive  hearing  aid  services,  and  a 30  day,  money  back  trial. 

Call  us  for  a convenient  physician  referral  packet. 


Clinical  Audiologists: 

Julie  J.  Pehrson,  M.Ed. 

Lisa  B.  Lewis,  M.A. 

Terri  Lynch-Kenyon,  M.A. 

Staff  Otolaryngologist: 

William  L.  Medford.  Jr.  M.D. 
Jay  D.  Luff,  M.D. 


Wilmington  Audiology  Services 

Hear  What  You  re  Missing 

2300  Pennsylvania  Avenue 
Wilmington,  DE  19806 
(302)  654-1011 
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EDITORIAL 


Members  of  the  Medical  Society  of  Delaware  are  invited  to  submit  material. 
Preferred  length  is  approximately  250-500  words.  For  further  information 
contact  the  Journal  office,  658-3957. 


Society's  Self-Defense 


We  have  all  seen  over  the  years  an  abundance 
of  articles  and  editorial  statements  opposed  to 
“capital  punishment,”  but  none  in  favor  of  it. 
Since  polls  show  that  as  high  as  80  percent  of  the 
people  in  this  country  favor  the  death  penalty,  it 
seems  time  that  someone  set  forth  some  of  the 
reasoning  behind  this. 

The  articles  opposing  capital  punishment 
always  raise  the  same  old  tired  straw  man  of 
deterrence,  then  knock  it  down  and  seem  to  think 
they  have  vindicated  their  position.  However,  I 
have  never  heard  anyone  propose  the  death  penal- 
ty as  a deterrent. 

Actually,  the  concept  of  deterrence  is  irrelevant. 
One  might  equally  well  argue  that  imprisonment 
is  not  a deterrent,  and  thereby  oppose  imprison- 
ment. Deterrence  is  related  to  the  certainty  of 
punishment,  not  to  the  severity.  With  a high 
percentage  of  murderers  unpunished,  the  odds  of 
“getting  away  with  it”  are  pretty  high.  If  we  real- 
ly wanted  a deterrent,  we  would  have  to  redesign 
the  entire  judicial  system  so  that  punishment 
would  be  a virtual  certainty.  This  would  require 
that  we  tolerate  a higher  percentage  of  wrongful 
punishment.  But  that  is  a totally  different  issue. 

Execution  must  be  viewed  as  society  killing  in 
self-defense,  and  very  few  deny  that  right.  It  is  a 
way  of  permanently  protecting  society  from 
dangerous  individuals.  Execution  is  very  effec- 
tive for  that  purpose,  whereas  it  has  been 
repeatedly  demonstrated  that  other  methods  are 


ineffective.  In  spite  of  all  intentions  to  the  con- 
trary, most  imprisoned  individuals  are  ultimate- 
ly released,  and  the  recidivism  rate  is  high.  Un- 
fortunately, behavior  in  the  prison  environment 
is  not  a predictor  of  behavior  in  society.  The 
release  of  a convicted  murderer  carries  a high 
risk  that  another  innocent  person  will  be 
murdered.  As  a society,  do  we  want  to  condemn 
the  innocent  to  death  or  the  guilty?  It  is  either 
one  way  or  the  other. 

Repeated  criminal  behavior  might  be  con- 
sidered as  obsessive-compulsive  behavior,  one  of 
the  most  difficult  of  psychiatric  problems  to  treat. 
Anyone  who  has  tried  to  change  a habit  pattern 
knows  how  difficult  that  can  be.  Most  of  us  have 
trouble  staying  on  a diet  or  stopping  smoking  in 
spite  of  the  fact  that  we  realize  our  behavior  may 
be  killing  us. 

The  moralists  tell  us  that  killing  for  any 
reason,  even  by  the  state,  is  basically  wrong  and 
undermines  the  moral  fiber  of  the  society  that 
does  it.  I am  not  aware  of  firm  evidence  for  this 
assertion,  and  certainly  if  we  consult  the  Holy  Bi- 
ble, which  most  people  in  this  country  regard  as 
the  standard  for  moral  behavior,  one  cannot  read 
very  far  before  finding  how  casually  execution  is 
regarded.  Even  thieves  were  executed  and  con- 
sidered this  their  just  desserts.  Note  the  state- 
ment of  the  thieves  crucified  with  Christ,  “...and 
we  indeed  (die)  justly,  for  we  are  receiving  what 
our  deeds  deserve,  but  this  man  has  done  no 
wrong.” 
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After  many  years  of  experience  with  faulty 
theories  and  gentle  treatment,  it  has  been  pret- 
ty conclusively  demonstrated  that  these  methods 
do  not  work.  They  are  very  expensive  in  terms  of 
dollars,  time  and  lives,  and  the  situation  is  get- 
ting worse  rather  than  better.  In  a democracy,  the 
will  of  the  majority  should  prevail.  Decisions 
should  be  made  on  the  basis  of  what  is  best  for  the 
society  and  not  on  an  emotional  basis.  If  there  is 
a reasonable,  logical,  factually  based  argument 
that  imprisonment  or  any  other  system  works, 
then  let’s  hear  the  facts  and  see  the  figures:  make 
them  public.  Otherwise,  those  opposing  execution 
should  subside  and  go  along  with  the  will  of  the 
majority. 

E.  Wayne  Martz,  M.D. 

The  following  editorial,  which  was  published  in 
the  September  issue  of  the  Delaware  Medical 
Journal,  is  being  reprinted  at  the  author’s  request 
to  correct  typographical  errors  that  appeared  in  the 
original. 

UPDATE  ON  ANTI-RETROVIRAL  THERAPY 

The  human  immunodeficiency  virus  (HIV)  is  a 
cytopathic  lentivirus  that  is  the  etiologic  agent 
of  AIDS.  A number  of  steps  are  involved  in  HIV’s 
replicative  cycle  and  many  of  these  steps  are 
potential  targets  for  anti-infective  therapy.  These 
steps  include  binding  of  HIV  to  cell-surface  recep- 
tors with  subsequent  penetration  and  uncoating 
in  the  cytoplasm,  reverse  transcription,  integra- 
tion of  proviral  DNA  in  the  nucleus,  transcrip- 
tion, translation,  cleavage  of  polyproteins, 
glycosylation,  assembly  and  eventual  release 
from  the  cell. 

Reverse  Transcriptase  (RT)  Inhibitors 

Dideoxynucleoside  analogues,  which  have 
demonstrated  clinical  utility,  are  included  in  this 
class  of  agents.  Zidovudine  (AZT)  received  FDA 
approval  in  early  1987  based  on  a prospective, 
randomized,  placebo-controlled  clinical  trial 
which  demonstrated  a clear  survival  benefit  in 
treated  patients  with  AIDS  and  advanced  AIDS 
related  complex  (ARC)  with  CD4  + lymphocyte 
counts  less  than  200/mm3. 


Two  subsequent  placebo-controlled  studies  in 
asymptomatic  and  early  ARC  patients  were 
analyzed  in  late  1989  and  showed  a lower  rate  of 
progression  to  AIDS  in  zidovudine-treated  pa- 
tients who  had  baseline  CD4  + lymphocyte 
counts  200-500.  No  survival  benefit  could  be 
discerned  during  the  approximately  12  month 
period  of  this  study  and  clinical  benefit  in  terms 
of  disease  progression  could  not  be  demonstrated 
in  patients  with  baseline  CD4  + lymphocyte 
counts  500-800.  In  addition,  one  of  the  two  studies 
evaluated  two  dosing  regimens  of  zidovudine 
(500mg  vs.  l,500mg  daily).  The  lower  dose  of 
zidovudine  proved  as  active  as  the  higher  dose 
with  a much  lower  incidence  of  toxicity. 

Recently,  in  vitro  resistance  of  clinical  isolates 
of  HIV  to  zidovudine  has  been  demonstrated. 
This  may  account  for  some  instances  of  clinical 
failure  of  patients  on  long  term  zidovudine 
therapy.  The  implications  of  this  phenomenon  on 
the  trend  toward  earlier  intervention  with 
zidovudine  are  unclear  but  point  out  the  impor- 
tance of  development  of  novel  antiretrovirals  and 
combination  regimens  of  antivirals. 

The  major  dose-limiting  toxicities  of  zidovudine 
are  hematologic.  Two  newer  nucleoside 
analogues  currently  in  clinical  trials,  ddC  and 
ddl,  do  not  cause  hematologic  toxicity  and  early 
studies  have  demonstrated  clinical  activity. 
However,  both  drugs  have  caused  dose-related 
peripheral  neuropathy  and  ddl  has  resulted  in 
pancreatitis.  The  ultimate  role  of  these  two  drugs 
(as  well  as  other  agents,  such  as  d4T  and  FLT)  in 
antiretroviral  treatment  will  be  determined  by 
additional  clinical  trials  and  use  of  the  agents  in 
clinical  practice. 

An  exciting  new  class  of  compounds  known  as 
TIBO  derivatives  have  demonstrated  potent 
specific  activity  against  HIV-1  in  vitro  and  will 
be  entering  into  clinical  trials  in  the  near  future. 

Virus  Binding  and  Entry 

The  major  target  for  binding  of  HIV  envelope 
gpl20  to  human  cells  is  the  CD4  receptor. 
Various  recombinant  soluble  CD4  molecules 
have  been  developed  and  are  capable  of  blocking 
viral  gpl20  attachment  to  membrane-bound 
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CD4.  A potent  antiviral  effect  of  soluble  CD-i  has 
been  demonstrated  against  several  laboratory 
HIV  strains  (mainly  lymphocytotropic).  However, 
fresh  clinical  isolates  of  HIV  (particularly 
monocytotropic  strains)  tend  to  be  more  resistant 
to  neutralization  by  soluble  CD-i.  These  observa- 
tions may  be  of  clinical  significance.  However, 
clinical  trials  with  agents  of  this  type  (including 
immunoglobulin  Fc-CD4,  Pseudomonas  exto- 
toxin-CD4,  and  ricin-CD4  chimera)  continue. 

A number  of  strongly  anionic  compounds  (in- 
cluding dextran  sulfate  and  heparin)  show  in 
vitro  activity  against  HIV  but  have  not  shown 
useful  activity  in  vivo.  Similarly,  lipid-active 
agents  such  as  AL-721  have  proven  inactive. 

Late  Events 

Interferons  clearly  show  antiviral  activity 
against  HIV  in  vitro  and  may  act  by  inhibiting 
release  of  formed  virus  particles  from  the  cell. 
Toxicity  associated  with  interferons  is  con- 
siderable and  in  vivo  activity  against  HIV  has 
been  modest.  However,  conducting  combination 
studies  of  interferons  with  RT  inhibitors  is  ra- 
tional based  on  in  vitro  synergy  that  has  been 
demonstrated. 

An  interferon-inducing  agent,  Ampligen  (poly 
I,  poly  C12U),  has  been  shown  to  be  inactive  in 
clinical  trials.  Inhibitors  of  glycosylation  such  as 
castanospermine  and  N-butyl  deoxynojirimycin 
are  in  early  stages  of  evaluation. 

Molecular  Targets 

The  HIV  pol  gene  encodes  three  enzymes: 
reverse  transcriptase  (discussed  previously),  pro- 
tease (necessary  for  cleaving  the  gag-pol  polypro- 
tein) and  an  integrase.  The  HIV  protease 
presents  an  attractive  potential  target  for  an- 
tiviral therapy.  A number  of  pharmaceutical 
companies  have  active  protease-inhibitor 
research  programs  and  it  is  likely  that  some  of 
the  compounds  currently  under  study  in  the 
laboratory  will  be  evaluated  in  clinical  trials  in 
the  near  future. 

Two  major  positive  regulators  of  viral  expres- 
sion are  the  tat  and  rev  gene  products.  These 
regulatory  proteins  are  also  under  study  as 
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potential  antiviral  targets. 

Molecular  approaches  to  HIV  inhibition  are 
now  also  becoming  feasible  with  the  development 
of  “anti-sense”  oligonucleotides  that  may  be  able 
to  act  at  the  level  of  transcription  or  translation 
to  inhibit  viral  replication. 

Miscellaneous 

Trichosanthin  (GLQ223)  has  recently  been 
shown  to  have  an  antiviral  effect  (possibly  by  in- 
ducing a cytoplasmic  protein  in  infected  cells)  as 
well  as  a lytic  effect  against  infected 
mononuclear  cells.  Early  clinical  trials  with  this 
agent  are  now  in  progress. 

Conclusions 

Nucleoside  analogue  reverse  transcriptase  in- 
hibitors such  as  zidovudine  have  demonstrated 
clinical  activity  in  HIV  infection  and  will  likely 
remain  the  mainstays  of  antiretroviral  therapy 
for  the  near  future.  Development  of  new  com- 
pounds to  take  advantage  of  non-overlapping  tox- 
icities  and  to  minimize  antiviral  resistance  will 
continue  as  an  important  area  of  research. 

Viral  targets  (other  than  reverse  transcriptase) 
are  being  explored  actively  and  will  likely  result 
in  clinically  useful  antiviral  compounds  later  in 
this  decade. 

Combination  therapy  by  simultaneous  ad- 
ministration of  lower  doses  of  two  or  more  drugs 
or  cyclical  therapy  will  be  used  increasingly  to 
minimize  toxicity  and  to  avoid  or  lessen  in  vivo 
development  of  antiviral  resistance.  Combination 
therapy  including  drugs  which  act  by  different 
mechanisms,  or  drugs  in  combination  with 
biologic  response  modifiers  are  theoretically  at- 
tractive for  treatment  of  HIV  infection  and  will 
continue  to  be  evaluated  in  clinical  trials. 


This  results  in  risk  bearing,  risk  sharing 
and  profit  sharing. 

The  Delaware  Physicians  Insurance 
Purchasing  Group  provides  coverage 
for  employees,  partnerships  and  corp- 
orations at  competitive  prices.  Excess 
insurance  up  to  $10,000,000  is  available. 
It  also  features  coordinated  underwrit- 
ing and  claim  management. 

For  more  information,  call  us  at 
(302)  633-2338. 


Delaware  Physicians 
Insurance  Purchasing  Group,  In 

ance,  we  share  the  risk.  5217  W.  Woodmill  Drive,  Wilmington,  DE  19808 


As  a part  of  the  Delaware  Physicians 
Insurance  Purchasing  Group,  you  can  join 
other  physicians  who  are  associated  solely 
to  better  control  their  malpractice  insur- 
ance destiny. 

This  group  of  Delaware  physicians  owns 
the  primary  insurer,  sets  rates,  under- 
writes, selects  defense  experts  and 
monitors  defense  counsel.  They  work 
together  to  make  liability  insurance  more 
manageable  through  the  use  of  a self- 
insured  retention  program. 

This  program  is  a partnership  with  St. 

Paul  Fire  and  Marine  Insurance  Company, 
America's  largest  medical  malpractice 
insurer.  St.  Paul  writes  the  excess  insur- 


FROM  THE  AMA 


Health  Access  America: 
AMA's  16-Point  Proposal 


Health  Access  America  features  a 16-point 
blueprint  for  extending  access  to  care,  controlling 
inappropriate  health  care  cost  increases,  and  sus- 
taining the  Medicare  program  to  assure  proper 
health  care  for  all.  Underscoring  the  16-point  pro- 
gram are  fundamental  principles  which  the 
AMA  believes  should  serve  as  the  foundation  for 
any  national  discussion  or  strategy  that  focuses 
on  strengthening  the  health  care  system. 

Principles 

• Improvements  to  the  American  health  care 
system  should  preserve  the  strengths  of  our 
current  system. 

• Affordable  coverage  for  appropriate  health 
care  should  be  available  to  all  Americans, 
regardless  of  income. 

• Particular  efforts  are  needed  to  assure  con- 
tinued access  by  the  elderly  to  affordable 
health  care  services. 

• Health  care  services  should  be  delivered  with 
high  quality  at  appropriate  costs. 
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• Patients  should  be  free  to  determine  from 
whom  and  the  manner  in  which  health  care 
benefits  are  delivered. 

• All  physicians  should  be  committed  to  the 
highest  ethical  standards  in  the  delivery  of 
care  to  patients. 

The  specific  provisions  of  the  AMA  proposal 
build  on  the  stated  principles.  These  provisions 
are  designed  to  accomplish  the  goal  of  expanding 
access  to  affordable,  quality  health  care  for  all 
Americans. 

The  proposal  acknowledges  that  the  national 
spending  level  on  health  care  of  $500  billion,  or 
1 1 percent  of  the  U.S.  gross  national  product,  still 
leaves  approximately  33  million,  or  13  percent, 
of  the  population,  without  adequate  health  care 
because  private  insurance  or  public  assistance  is 
unavailable. 

About  70  percent  of  the  uninsured,  or  24 
million,  are  working  individuals  and  their 
families.  Another  three  million  are  employed 
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individuals  who  are  considered  “medically 
undesirable”  by  private  insurers.  The  proposal 
also  focuses  on  approximately  60  percent  of  those 
whose  incomes  are  below  the  poverty  level  but 
who  are  not  eligible  for  Medicaid. 

16-Point  Proposal  Summary 

1.  Effect  major  Medicaid  reform  to  provide 
uniform,  adequate  benefits  to  all  persons 
below  the  poverty  level. 

2.  Require  employer  provision  of  health  in- 
surance for  all  full-  time  employees  and  their 
families,  creating  tax  incentives  and  state 
risk  pools  to  enable  new  and  small  businesses 
to  afford  such  coverage. 


care  benefits  to  reward  people  for  making  { 
economical  health  care  insurance  choices. 

9.  Develop  proposals  which  encourage  cost- 
conscious  decisions  by  patients. 

10.  Seek  innovation  in  insurance  underwriting, 
including  new  approaches  to  creating  larger 
rather  than  smaller  risk-spreading  groups 
and  reinsurance. 

11.  Urge  expanded  federal  support  for  medical 
education,  research  and  the  National  In- 
stitutes of  Health,  to  continue  progress 
toward  medical  breakthroughs  which 
historically  have  resulted  in  many  lifesaving 
and  cost-effective  discoveries. 


3.  Create  risk  pools  in  all  states  to  make 
coverage  available  for  the  medically  unin- 
surable  and  others  for  whom  individual 
health  insurance  policies  are  too  expensive 
and  group  coverage  is  unavailable. 

4.  Enact  Medicare  reform  to  avoid  future 
bankruptcy  of  the  program  by  creating  an  ac- 
tuarially  sound,  prefunded  program  to  assure 
the  aging  population  of  continued  access  to 
quality  health  care.  The  program  would  in- 
clude catastrophic  benefits  and  be  funded 
through  individual  and  employer  tax  con- 
tributions during  working  years.  There  would 
be  no  program  tax  on  senior  citizens. 

5.  Expanded  long-term  care  financing  through 
expansion  of  private  sector  coverage  en- 
couraged by  tax  incentives,  with  protection  for 
personal  assets,  and  Medicaid  coverage  for 
those  below  the  poverty  level. 

6.  Enact  professional  liability  reform  essential 
to  reducing  inordinate  costs  attributable  to 
liability  insurance  and  defensive  medicine, 
thus  reducing  health  care  costs. 


12.  Encourage  health  promotion  by  both  physi- 
cians and  patients  to  promote  healthier 
lifestyles  and  disease  protection. 

13.  Amend  ERISA  or  the  federal  tax  code  so  that 
the  same  standards  and  requirements  apply 
to  self-insured  (ERISA)  plans  as  to  state- 
regulated  health  insurance  policies,  providing 
fair  competition. 

14.  Repeal  or  override  state-mandated  benefit  laws 
to  help  reduce  the  cost  of  health  insurance, 
while  assuring  through  legislation  that  ade- 
quate benefits  are  provided  in  all  insurance 
programs,  including  self-insurance  programs. 

15.  Seek  reductions  in  administrative  costs  of 
health  care  delivery  and  diminish  the  ex- 
cessive and  complicated  paperwork  faced  by 
patients  and  physicians  alike. 

16.  Encourage  physicians  to  practice  in  accord- 
ance with  the  highest  ethical  standards  and 
to  provide  voluntary  care  for  persons  who  are 
without  insurance  and  who  cannot  afford 
health  services. 


7.  Develop  professional  practice  parameters 
under  the  direction  of  physician  organizations 
to  help  assure  only  appropriate,  high-quality 
medical  services  are  provided,  lowering  costs 
and  maintaining  quality  of  care. 

8.  Alter  the  tax  treatment  of  employee  health 


The  specific  provisions  of  the  proposal  will  pro- 
vide the  basic  framework  for  the  AMA’s  dialogue 
with  other  organizations,  and  its  activities  on  the 
legislative  front,  relative  to  the  organization’s 
commitment  to  providing  continued  high-quality 
health  care  at  a reasonable  cost,  with  access  for 
all  Americans. 
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IN  BRIEF 

PHYSICIANS'  HEALTH 
COMMITTEE 


NIH  CONSENSUS  PANEL 
ISSUES  REPORT 


ANNUAL  MEETING: 
VIRGINIA  SOCIETY  OF 
OPHTHALMOLOLGY 


8th  NATIONAL 
CONFERENCE  ON 
PRESCRIPTION 
MEDICINE 
INFORMATION  AND 
EDUCATION 


NEW  FELLOWS  OF  THE 
AMERICAN  COLLEGE 
OF  RADIOLOGY 


DO  YOU  KNOW  AN  IMPAIRED  PHYSICIAN  OR  A PHYSICIAN  IN 
TROUBLE?  The  Physicians’  Health  Committee  wishes  to  help.  Please  call 
302-654-1001.  The  anonymity  of  the  caller  is  assured. 

A National  Institutes  of  Health  (NIH)  consensus  development  statement  on 
treatment  of  early  stage  breast  cancer  has  been  prepared.  The  report  con- 
tains recommendations  and  conclusions  concerning  treatment  of  early  stage 
breast  cancer  and  was  prepared  by  a panel  of  experts  who  considered  scien- 
tific evidence  presented  at  an  NIH  Consensus  Development  Conference. 

Free,  single  copies  of  the  consensus  statement  may  be  obtained  from  William 
H.  Hall,  Director  of  Communications,  Office  of  Medical  Applications  of 
Research,  National  Institutes  of  Health,  Building  1,  Room  259,  Bethesda, 
MD  20892. 


May  10  and  11, 1991,  at  the  Hyatt  Regency  Reston,  Reston,  Virginia.  Guest 
speakers:  Manus  Kraff,  M.D.;  Robert  Fenzl,  M.D.;  Einar  Stefannson,  M.D.; 
Zoraida  Fiol-Silva,  M.D.  For  information,  call  Donna  Scott  at  804-353-2721, 
or  write:  4205  Dover  Road,  Richmond,  VA  23221. 


“Managing  Diversity  in  Medicine  Communication”  is  the  theme  for  the  8th 
National  Conference  on  Prescription  Medicine  Information  and  Education 
to  be  held  Sunday,  April  21,  to  Tuesday,  April  23,  1991,  at  the  Omni 
Shoreham  Hotel  in  Washington,  DC.  Plenary  sessions  will  highlight  inter- 
national approaches  to  medication  information  and  education,  risk  reduc- 
tion through  communication,  new  research,  and  the  use  of  social  marketing 
techniques  to  improve  medicine  use  by  adults.  Activities  include  skill- 
building workshops,  poster  sessions,  exhibits,  and  a breakfast  with  the  ex- 
perts. For  registration  information,  exhibitor’s  prospectus,  and  poster 
guidelines,  call  202-347-6711,  or  write:  NCPIE  Conference,  666  Eleventh 
Street,  NW,  Suite  810,  Washington,  DC  20001. 


Martin  J.  Cosgrove,  M.D.;  Steven  L.  Edell,  M.D.;  John  T.  Oglesby  II,  M.D.; 
and  John  S.  Wills,  M.D.,  were  named  as  fellows  of  the  American  College  of 
Radiology  during  ceremonies  at  the  ACR  annual  meeting  in  Nashville,  TN. 
Selected  for  their  outstanding  contributions  to  the  field  of  radiology,  they 
were  among  131  new  fellows  named  by  the  College’s  Board  of  Chancellors. 

Fellowships  are  awarded  for  significant  scientific  or  clinical  research  in  the 
field  of  radiology  or  significant  contributions  to  its  literature.  Criteria  for 
selection  also  include  performance  of  outstanding  service  as  a teacher  of 
radiology,  service  to  organized  medicine  and  an  outstanding  reputation 
among  colleagues  and  the  local  community  as  a result  of  long-term  superior 
service. 
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28th  ANNUAL  INFEC-  May  7 through  10, 1991,  Delaware  Academy  of  Medicine,  1925  Lovering  Ave., 
TIOUS  DISEASE  Wilmington,  DE.  For  information,  call  William  J.  Holloway,  M.D.,  at 
SYMPOSIUM  302-428-2744,  or  write:  Director,  Infectious  Disease  Research,  Medical 
Center  of  Delaware,  501  West  14th  Street,  Wilmington,  DE  19899. 


TOPICS  IN  CONTEM-  Ninth  annual  medical  seminar  at  Plummer’s  Great  Slave  Lake  Lodge, 
PORARY  MEDICINE  Northwest  Territories,  Canada,  July  20- July  27,  1991.  All  specialties. 

Category  I-approved,  23  CME  credits.  Sponsored  by  North  Memorial  Medical 
Center  and  University  of  Minnesota  Department  of  Family  Practice,  and  St. 
John’s  Regional  Health  Center,  Springfield,  MO.  Call  (612)  588-9478  for  more 
information. 
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PRESIDENT  S PAGE 


Breaking  the  Cycle  of  Problems  in  Medicine 


I would  like  to  express  my  sincere  thanks  to  the 
House  of  Delegates  and  the  members  of  the 
Medical  Society  for  electing  me  to  the  office  of 
president.  It  is  an  honor  to  have  the  privilege  of 
serving  our  distinguished  members. 

A short  time  before  the  annual  meeting,  I took 
a glance  back  in  history  by  reviewing  several 
issues  of  the  Delaware  Medical  Journal,  some  of 
which  were  published  over  a quarter  of  a century 
ago.  It  was  very  interesting  to  read  about  the 
primary  topics  of  concern  to  physicians  over  the 
years  as  reflected  in  the  President’s  Page. 

In  1964  and  1965,  the  late  Gerald  A.  Beatty, 
M.D.,  discussed  several  issues,  such  as  the  in- 
creasing cost  of  inpatient  care  in  Wilmington 
hospitals,  which  rose  from  $15.32  per  day  in  1950 
to  $32.25  in  1960  and  $40.00  in  1965.  He  also 
discussed  the  Delaware  Levy  Court’s  reimburs- 
ing only  14  percent  of  the  hospitalization  costs  for 
the  indigent  sick  and  the  problems  created  by 
nursing  shortages,  alcoholism,  narcotic  addiction 
and  sexual  deviation.  After  Medicare  became  law 
in  July  1965,  Dr.  Beatty  wrote,  “We  cannot  and 
will  not  coerce  a single  doctor  into  participation. 
The  vast  majority  of  us,  however,  will  do  what  we 
can  to  make  the  Medicare  program  meaningful 
to  our  patients.” 

Rhoslyn  J.  Bishoff,  M.D.,  wrote  in  his  message 
of  December  1970,  about  the  frequently  posed 
questions,  “What  does  our  state  Society  do  for 
me?”  and  “What  does  the  AMA  give  me  for  my 
dues?”  Five  years  later,  Joseph  E.  Belgrade,  M.D., 
outlined  the  malpractice  dilemma  and  the  pro- 
blem of  liability  insurance. 
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In  October  1976,  C.  E.  Graybeal,  M.D.,  wrote, 
“We  are  under  the  most  relentless  attack  by 
governmental  regulations  in  the  history  of  our 
profession.”  In  1977  he  talked  about  the  general 
trend  of  CPI  rise  and  its  comparison  to  the  cost 
of  medical  care.  In  June  of  1984, 1.  Favel  Chavin, 
M.D.,  wrote  about  the  flaws  in  socialized 
medicine. 

Do  any  of  these  issues  sound  familiar?  The  prob- 
lems of  the  last  10,  20  or  even  30  years  are  still 
the  same  challenges  faced  by  our  colleagues  to- 
day, with  one  exception.  In  the  current  climate, 
they  are  far  more  complex  and  much  more  disabl- 
ing. The  practice  of  medicine  has  become  burden- 
some under  all  the  bureaucratic  red  tape,  which 
has  not  only  placed  a stranglehold  on  the 
physician-patient  relationship,  but  has  also 
adversely  affected  the  efficient  delivery  of 
medicine. 

What  can  be  done  to  stop  history  from 
repeating  itself?  Certainly  we  should  not  expect 
or  even  allow  these  problems  to  be  resolved  by 
government.  The  answer,  in  my  opinion,  lies 
within  the  province  of  the  medical  profession  and 
its  practitioners.  We  must  all  be  proactive  in 
developing  the  blueprint  of  a workable  solution. 
Plans  must  be  developed  and  carried  out  through 
organized  medicine,  at  the  local,  state  and  na- 
tional levels. 

^ % 

Ali  Z.  Hameli,  M.D. 

President 
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The  choices  you  make  now 
may  make  all  the  difference  later. 


* 


The  decisions  you  make  in  a crisis  will  have  a 
lasting  impact  on  your  patient's  health.  In  the 
same  way,  the  medical  malpractice  insurer  you 
choose  now  may  make  all  the  difference  to  your 
professional  and  financial  well-being  in  the 
years  ahead. 

When  you  choose  Princeton,  you're  choosing  a 
company  with  a solid  track  record.  A company 
with  years  of  experience  providing  professional 
liability  insurance  for  physicians,  and  a history 
of  successfully  defending  policyholders  against 
meritless  claims. 

You're  also  choosing  a company  that’s  flexible 
enough  to  design  policies  that  meet  your 
individual  coverage  needs.  Our  innovative 
Occurrence  Plus  policy,  for  example,  combines 


the  best  features  of  standard  occurrence  and 
claims-made  and  offers  you  the  broadest 
insurance  protection  available. 

And  coverage  is  only  half  the  story.  Princeton 
has  seasoned  specialists  working  on  your  behalf 
— specialists  who  know  health  care  and  insur- 
ance — so  service  is  prompt  and  professional. 
Plus,  our  team  of  risk  management  consultants 
is  ready  to  answer  your  questions,  or  arrange  on- 
site educational  programs. 

Whether  it's  your  patient's  future,  or  your  own, 
that's  on  the  line,  making  the  right  choices  is 
critical.  Choose  the  insurer  that  offers  experi- 
ence, flexibility  and  service.  Choose  Princeton 
Insurance  Company.  Call  your  independent 
insurance  agent  today. 


Princeton  Insurance  Company 

4 North  Park  Drive 
Hunt  Valley,  Maryland  21030-1812 
(301)  785-0900 


GRAND  ROUNDS 
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Life-Threatening  Thyrotoxicosis 

Richard  Plotzker,  M.D. 


CASE  PRESENTATION 

Jack  Newman,  M.D. 

The  patient  is  a 38-year-old  white  female 
without  significant  past  medical  history,  admit- 
ted with  the  chief  complaints  of  a fast  heartbeat, 
fevers,  and  headaches.  For  the  past  12  months  she 
has  noticed  an  “enlarged  thyroid,”  frequent  fast 
heart  rate  (up  to  120  beats  per  minute),  absence 
of  menstrual  periods,  heat  intolerance,  and  two 
to  three  bowel  movements  per  day.  Otherwise,  she 
denies  weight  loss,  diarrhea,  nausea,  vomiting, 
or  changes  in  the  texture  of  her  hair  or  skin. 

The  patient  is  very  health-conscious  and  has 
maintained  a strict  vegetarian  diet.  She  rarely 
uses  salt  or  salt  substitutes.  Several  days  before 
admission  she  went  to  a Chinese  restaurant  and 
had  a meal,  presumably  containing  a large 
amount  of  salt.  On  the  following  day,  her  symp- 
toms worsened. 

Medical  history  is  notable  only  for  childhood 
asthma.  The  patient  does  not  smoke,  drink,  or  use 
intravenous  drugs.  Family  history  is  significant 
t for  hypothyroidism  in  a sister  and  diabetes 

E:  mellitus  on  her  father’s  side  of  the  family. 

iii 

0:  Dr  Plotzker  is  a member  of  the  Provisional  Staff,  Section  of  Endocrinology,  Depart- 

)\  ment  of  Medicine,  at  the  Medical  Center  of  Delaware. 

Dr.  Newman  is  a Resident  in  the  Department  of  Medicine  at  the  Medical  Center 
of  Delaware. 

^ Presented  at  Medical  Grand  Rounds,  Department  of  Medicine,  at  the  Medical 
^ Center  of  Delaware,  on  November  1,  1990. 
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On  physical  examination,  the  patient  was  a 
somewhat  thin  white  female  in  no  acute  distress. 
Her  temperature  was  39  degrees,  blood  pressure 
100/40,  respiratory  rate  18,  and  heart  rate  120 
beats  per  minute,  regular.  Her  skin  was  warm 
and  dry.  Eyes  showed  no  exophthalmos,  proptosis, 
or  lid  lag.  A large  goiter  was  visible,  with  the 
right  side  of  the  thyroid  gland  noticeably  more 
prominent  than  the  left  side.  A loud  thyroid  bruit 
was  heard,  and  there  was  a palpable  thrill  over 
the  gland.  No  thyroid  nodules  or  cervical  lymph 
nodes  were  palpable.  The  lungs  were  clear,  and 
the  cardiovascular  examination  was  notable  on- 
ly for  a tachycardia.  Trace  bilateral  lower  ex- 
tremity edema  was  present,  and  a fine  tremor  of 
her  outstretched  hands  was  noted. 

Laboratory  data  was  remarkable  for  a white 
blood  cell  count  of  18,400  cells  per  cu.mm.,  74  per- 
cent polymorphonuclear  neutrophils  and  3 per- 
cent bands.  The  serum  thyroxine  (T4)  level  was 
24  ug/dl  (4.5  to  16.5  normal),  T3  resin  uptake  60 
percent  (35  to  45  percent),  and  thyroid 
stimulating  hormone  (TSH)  0.2  uU/ml  (.3  to  5). 
An  electrocardiogram  showed  sinus  tachycardia 
and  right  atrial  enlargement.  A cosyntropin 
stimulation  test  was  normal,  ruling  out 
hypoadrenalism. 

The  patient  was  admitted  to  the  Medical  Inten- 
sive Care  Unit  for  presumed  thyroid  storm 
(thyrotoxicosis).  She  was  begun  on  a regimen  con- 
sisting of  saturated  solution  of  potassium  iodide 
(SSKI),  propylthiouracil  (PTU),  and  beta- 
blockers.  The  patient  responded  well  to  treat- 
ment, with  normalization  of  her  temperature  and 
tachycardia.  The  SSKI  was  discontinued  after 
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four  doses,  and  the  patient  was  maintained  on 
PTU  and  propranolol  upon  discharge  on  the  third 
hospital  day. 

It  was  theorized  that  the  patient’s  ingestion  of 
salt,  after  abstaining  from  salt  for  a prolonged 
period,  had  induced  her  thyroid  storm.  Four 
months  after  admission,  the  patient  still  has  not 
decided  about  definitive  therapy  and  has  been 
noncompliant  with  medications.  Her  latest  T4 
level  was  17  ug/dl  with  an  undetectable  TSH. 

DISCUSSION 

Dr.  Richard  Plotzker 

Hyperthyroidism  is  a common  disorder  which 
most  patients  tolerate  relatively  well  during  the 
weeks  or  months  that  elapse  between  the  onset 
of  symptoms  and  the  decision  to  seek  medical  at- 
tention. In  addition,  there  is  a further  delay  of 
weeks  to  months  between  the  onset  of  therapy 
and  the  resolution  of  the  hyperthyroid  state, 
regardless  of  the  modality  of  therapy  selected.  Oc- 
casionally, a patient  will  experience  life- 
threatening  decompensation  of  vital  functions  as 
a result  of  thyroid  hormone  excess.  This  condi- 
tion, termed  thyroid  storm  or  thyroid  crisis, 
occurs  in  an  estimated  2 percent  of  patients 
admitted  to  the  hospital  for  hyperthyroidism. 

Thyroid  hormone  is  synthesized  by  the  thyroid 
gland  and  stored  there  in  follicles.  It  is  released 
by  the  gland  in  response  to  TSH,  or  in  the  case 
of  Graves’  disease,  in  response  to  an  antibody  that 
activates  the  TSH  receptor.  The  hormone  then 
circulates  and  is  enzymatically  converted  from 
thyroxine  (T4)  to  the  more  metabolically  active 
tri-iodothyronine  (T3).  At  target  cells,  which  in- 
clude most  of  the  tissues  of  the  body,  thyroid  hor- 
mone binds  to  a specific  protein  receptor  in  the 
nucleus.  This  facilitates  DNA  transcription  and, 
ultimately,  formation  of  proteins  including  both 
enzymes  and  structural  proteins.  The  most  im- 
portant enzyme  is  NA,K  ATP-ase,  which  allows 
oxidation  of  ATP.  An  increase  in  oxygen  consump- 
tion occurs,  and  a hypermetabolic  state  ensues. 
The  hyperthyroid  state  is  catabolic  for  car- 
bohydrates and  lipids  as  well  as  for  structural 
proteins. 

Clinical  features  of  thyroid  crisis  are  relative- 
ly nonspecific.  Patients  usually  have  fever  and 
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tachycardia  in  excess  of  that  attributable  to  the 
fever.  Signs  of  central  nervous  system  stimula- 
tion (agitation,  psychosis),  or  depression  (stupor, 
coma)  may  be  present.  Nausea,  vomiting,  ab- 
dominal pain,  and  congestive  heart  failure  may 
also  be  seen,  in  addition  to  the  usual  symptoms 
of  hyperthyroidism. 

The  majority  of  patients  with  thyroid  storm 
have  Graves’  disease  as  the  underlying  cause  of 
their  hyperthyroidism,  although  occasionally 
such  a life-threatening  state  may  be  caused  by  ex- 
cessive exogenous  thyroid  hormone.  Thyroid 
storm  may  be  the  initial  presentation  of  hyper- 
thyroidism, but  it  is  more  common  for  patients  to 
be  diagnosed  and  partially  treated  prior  to  the 
critical  episode. 

There  are  a variety  of  events  that  precipitate 
a crisis  in  patients  who  have  previously  tolerated 
the  hyperthyroid  state  (Table  1);  infection  ap- 


1.  Treat  Underlying  Cause 

2.  Antithyroid  Therapy 

Propylthiouracil  (PTU) 

Methimazole 

Iodides  (Lugol’s  solution,  SSKI,  Nal, 
Ipodate,  Iopanoic  acid) 

Lithium 

3.  Inhibition  of  Peripheral  T3  Production 

Propylthiouracil  (PTU) 

Ipodate 
Iopanoic  acid 
Propanalol 
Glucocorticoids 

4.  Antagonism  of  Thyroid  Hormone  Action 

Beta-blockers 

Reserpine 

Guanthedine 

5.  Removal  of  Thyroid  Hormone  from 
Circulation 

Plasmapheresis 
Exchange  Transfusion 
Dialysis 

Table  1 

Therapeutic  Options 
for  Life-Threatening  Thyrotoxicosis 


Del  Med  Jrl,  December  1990-Vol.  62,  No.  12 


Grand  Rounds  - Plotzker 


pears  to  be  the  most  common.  Both  severe  hyper- 
thyroidism and  infection  are  characterized  by  fever, 
tachycardia,  and  sometimes  cardiovascular  col- 
lapse. Thus,  when  sepsis  is  present  in  a hyper- 
thyroid patient,  it  may  not  be  possible  to  separate 
the  relative  contributions  of  infection  and  hyper- 
thyroidism to  the  patient’s  clinical  picture. 


Infection 

Surgery 

Trauma 

Iodinated  contrast  dyes 

Hypoglycemia 

Parturition 

Vigorous  palpation  of  the  thyroid 
Emotional  stress 
Thiourea  withdrawal 
131  I therapy 
Diabetic  ketoacidosis 
Pulmonary  thromboembolism 
Cerebrovascular  accident 

Table  2 

Events  Known  to  be  Associated 
with  the  Precipitation  of  Thyroid  Crisis 

Wartofsky  L:  Thyrotoxic  storm,  in  Ingbar  SH 
and  Braverman  LE,  (eds):  Werner’s  The 
Thyroid,  p 974.  Reprinted  with  permission  of 
J.  B.  Lippincott. 


Manipulation  of  an  ov^ractive  thyroid,  surgically 
or  otherwise,  may  result  in  release  of  stored  hor- 
mone and  clinical  decompensation.  A variety  of 
other  physical  and  psychological  stresses  have  been 
described,  but  the  mechanisms  by  which  a crisis  is 
induced  remain  obscure. 

Like  patients  with  uncomplicated  hyper- 
thyroidism, patients  with  thyroid  storm  have  high 
T4  and  T3  resin  uptake  levels  and  suppression  of 
TSH.  These  values  are  not  more  severely  abnormal 
than  in  other,  less  ill  hyperthyroid  patients.  Inter- 
current illness  may  result  in  a reduction  of  the  T4 
level  so  that  a “euthyroid-sick”  condition  may  be 
superimposed  on  the  thyrotoxic  state. 

Laboratory  confirmation  of  hyperthyroidism 
usually  takes  more  than  24  hours.  Treatment  of 
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thyroid  storm  should  be  based  on  clinical  suspicion. 
The  therapeutic  options  are  outlined  in  Table  2 and 
discussed  below. 


Drugs  That  Act  on  the  Thyroid  Gland 

1.  The  thionamides  or  thiourylene  drugs  are  the 

mainstay  of  acute  therapy.  Propylthiouracil 
(PTU)  and  methimazole  (MMT)  Eire  available  for 
use  in  the  United  States.  These  drugs  inhibit 
synthesis  of  new  thyroid  hormone  by  blocking 
the  organification  of  iodide  and  the  coupling  of 
iodotyrosines  (monoiodotyrosine  and  di- 
iodotyrosine)  to  iodothyronines  (T3  and  T4),  the 
peroxidase-dependent  reactions.  They  may  also 
have  an  extrathyroidal  immunosuppressive  ac- 
tion which  is  beneficial  in  Graves’  disease  In  ad- 
dition, PTU  blocks  conversion  of  T4  to  the  more 
metabolically  active  T3,  and  is  therefore  the 
preferred  drug  in  acute  thyrotoxicosis.  These 
drugs  are  only  available  for  oral  or  rectal  ad- 
ministration. Side  effects  include  rash, 
agranulocytosis,  and  hepatitis.  The  latter  two  re- 
quire withdrawal  of  thionamides.  For  der- 
matologic sequelae  the  other  thionamide  may 
be  substituted. 

2.  Iodides  have  two  effects  on  the  thyroid.  First, 
they  temporarily  block  (days  to  weeks)  synthesis 
of  new  hormone.  Secondly,  they  inhibit  the 
release  of  previously  synthesized  thyroid  hor- 
mone from  follicular  storage  sites.  A third 
benefit  of  iodides  --  and  of  particular  importance 
to  the  thyroid  surgeon  - is  reduction  in 
vascularity  of  the  thyroid  gland.  Eventually,  the 
administered  iodide  will  be  made  into  thyroid 
hormone.  It  is  thus  important  to  give  two  doses 
of  thionamide  before  adding  iodide  therapy. 
Iodide  may  be  given  orally  as  Lugol’s  solution 
or  as  SSKI.  It  is  also  available  in  an  intravenous 
form  as  sodium  iodide  (Nat).  The  side  effects  are 
minimal  when  the  drugs  are  used  correctly.  Use 
of  iodide  during  the  acute  phase  of  illness  delays 
the  time  at  which  radioiodine  therapy  can  be 
given  as  definitive  ablative  therapy. 

3.  Lithium  has  a limited  role.  Like  iodides,  it  blocks 
thyroid  hormone  release  but  cannot  itself  be 
made  into  thyroid  hormone.  It  is  therefore  useful 
in  patients  who  cannot  be  pretreated  with 
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thionamides.  It  has  greater  toxicity  than  the 
iodides,  but  therapeutic  levels  can  be  monitored. 

Drugs  That  Inhibit  T4  to  T3  Conversion 

1.  Ipodate  and  iopanoic  acid  are  oral  iodides  that 
are  used  as  radiocontrast  agents.  In  addition  to 
the  actions  of  other  iodides,  these  two  drugs  in- 
hibit 5’-deiodinase,  the  enzyme  which  converts 
T4  to  T3.  After  treatment  with  either  of  these 
agents,  both  T4  and  T3  levels  decline  over 
several  days,  with  clinical  improvement  parallel- 
ing the  reduction  in  hormone  levels.  Unlike  the 
iodide  solutions,  escape  phenomenon  does  not 
occur:  patients  treated  with  chronic  ipodate 
therapy  have  maintained  normal  thyroid  hor- 
mone levels  for  up  to  six  months. 

2.  Glucocorticoids  inhibit  T4  to  T3  conversion.  In 
the  hyperthyroid  state,  there  is  accelerated 
metabolism  of  endogenous  cortisol.  Since  pa- 
tients in  thyroid  crisis  often  have  a concurrent 
illness,  glucocorticoids  are  often  given  to  assure 
adequate  cortisol  levels.  In  addition,  they  have 
immunosuppressive  properties  which  may  be  of 
benefit  to  patients  with  Graves’  disease. 

Drugs  That  Antagonize  Thyroid  Hormone  Action 

1.  A similarity  between  the  features  of  hyper- 
thyroidism and  catecholamine  excess  has  been 
known  for  many  decades.  However,  in  hyper- 
thyroid individuals,  catecholamine  levels  are 
usually  normal.  There  are,  however,  actions  of 
thyroid  hormone,  such  as  increasing  the  number 
of  beta-receptors,  that  enhance  the  physiologic 
effect  of  the  available  catecholamine.  In  the 
1950s  it  was  found  that  reserpine,  which 
depletes  catecholamines,  and  guanethidine, 
which  blocks  catecholamine  release,  could  im- 
prove the  symptoms  of  hyperthyroidism. 

2.  Propanaolol  was  introduced  in  the  late  1960s  for 
management  of  hyperthyroidism.  It  and  other 
beta-blocking  drugs  remain  mainstays  for 
achieving  cardiovascular  stability  in  patients 
with  thyroid  storm.  In  very  large  doses,  pro- 
pranolol has  also  been  shown  to  inhibit  T4  to  T3 
conversion.  Beta  blockers  have  been  shown  to 
improve  hyperthyroid-associated  tachycardia, 
nervousness,  hypomenorrhea,  lid  retraction/lag, 
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and,  perhaps,  weight  loss.  These  drugs  will  not 
alleviate  hyperthyroidism-induced  hyper- 
calcemia, proximal  myopathy,  or  bulbar  palsy, 
and  they  will  not  correct  abnormal  hormone 
levels.  The  principal  side  effects  are  bron- 
chospasm  and  myocardial  depression. 

REMOVAL  OF  HORMONE  FROM  BLOOD 

It  is  possible  to  remove  thyroid  hormone  from  the 
blood  by  peritoneal  dialysis,  exchange  transfusion, 
or  plasmapheresis.  The  reported  series  are  small 
and  limited  to  patients  who  have  failed  to  improve 
with  more  conservative  measures. 

SUMMARY 

For  most  critically  ill  hyperthyroid  patients  with 
suspected  thyroid  storm,  treatment  should  begin 
before  laboratory  confirmation  is  received.  A com- 
bination of  therapies  directed  at  the  thyroid  gland 
(thionamides,  iodides)  and  at  limiting  cellular 
response  (beta-blockers,  corticosteroids)  are  usually 
successfully  employed.  The  goal  of  emergency 
therapy  remains  one  of  stabilization.  Management 
of  thyroid  crisis  is  not  complete  until  ablative 
therapy  (radioactive  iodine  or  surgery)  is  performed 
to  prevent  a recurrence. 
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Malignant  external  otitis,  also  called  necrotiz- 
ing otitis  externa,  was  first  described  in  1959. 1 It 
is  a severe  infection  of  the  external  ear  canal  and 
deep  periauricular  tissues  caused  usually  by 
Pseudomonas  aeruginosa,  which  does  not  re- 
spond to  most  oral  or  topical  antibiotics.  Since  the 
first  case,  there  have  been  164  cases  described  in 
adults,  and  18  cases  in  children.  Ninety-four  of 
the  adult  cases  were  in  patients  with  diabetes 
mellitus;  however,  of  the  18  reported  cases  in 
children,  only  three  (16  percent)  of  them  had 
diabetes  mellitus,  including  the  latest  reported 
cases  in  children  by  Rubin“  in  1988  and  Wolff  in 
1989. 
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Pseudomonas  aeruginosa  is  a gram  negative 
bacterium  that  generally  infects  patients  with  a 
compromised  immune  status.  It  is  the  most  fre- 
quent bacterium  isolated  in  this  illness,  found  in 
99  percent  of  adult  cases  and  93  percent  of 
childhood  cases.  In  adults  this  illness  often 
results  in  cranial  nerve  paralysis,  osteomyelitis 
and  chondritis  and  may  even  result  in  a high  mor- 
tality rate.  In  children  the  most  frequent  com- 
plications are  facial  nerve  paralysis,  mastoiditis 
and  decreased  hearing.  In  children  it  may  be 
associated  with  diabetes  mellitus,  anemia, 
leukemia,  malnutrition,  solid  tumors  and 
Stevens- Johnson  syndrome/ ' 

Following  is  a report  of  the  first  case  of  malig- 
nant external  otitis  in  a child  in  Delaware,  and 
the  first  case  associated  with  a deficiency  of  the 
IgG4  subclass  of  IgG4. 

Case  Report 

A five-and-a-half-year-old  white  female  was  ad- 
mitted to  the  hospital  with  a four-month  history 
of  bilateral  ear  pain  and  purulent  drainage,  not 
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responsive  to  oral  and  topical  antibiotics. 
Previous  medical  history  revealed  that  approx- 
imately one  year  previously  she  had  undergone 
tonsillectomy,  adenoidectomy  and  bilateral  myr- 
ingotomies with  placement  of  tubes.  This  was 
done  because  of  chronic  mouth-breathing,  snor- 
ing, recurrent  tonsillitis  and  otitis  media.  A few 
months  later  both  tubes  fell  out,  but  the  perfora- 
tions in  the  tympanic  membranes  persisted. 
Subsequently,  she  developed  a heavy  green- 
yellow  bilateral  ear  discharge  and  pain  that  did 
not  improve  with  the  usual  treatment.  Past 
medical  and  family  history  revealed  no  serious 
illnesses  or  hospitalizations.  The  remainder  of 
her  family,  including  an  older  brother  and  a 
younger  sister,  were  in  good  health. 

The  physical  examination  showed  the  follow- 
ing: T:366  C,  R:20/min,  P:80/min,  BP:85/50, 
Wt:13  kg  (25%),  Lt:109  cm  (25%)  (her  mother  was 


also  short  [25%]).  The  only  positive  pertinent 
findings  were  tenderness  of  both  ears  and  a 
bilateral  thick  yellow-green  discharge.  After 
evacuating  the  liquid  discharge  and  cleaning  the 
granulation  tissue,  no  tympanic  membranes 
were  seen;  there  were  only  necrotic  remnants  at 
the  periphery.  There  was  moderate  tenderness  to 
touch  and  pressure  in  the  tissues  surrounding  the 
ears,  as  well  as  the  area  of  the  left  mastoid.  The 
remainder  of  the  physical  examination  was 
normal. 

Computed  axial  tomography  (CT  scan)  of  the 
ears  and  mastoids  demonstrated  a left 
mastoiditis  and  destruction  of  the  bony  cells  of 
the  left  middle  ear  (Figures  1 and  2).  A hearing 
evaluation  showed  a marked  hearing  loss  in  both 
ears,  especially  the  left.  Bacterial  cultures  of  the 
ear  drainage  produced  a heavy  growth  of 
Pseudomonas  aeruginosa  sensitive  to  tobramycin 
and  nafcillin. 


FIGURE  1 
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After  two  weeks  of  intravenous  antibiotics,  a 
repeat  CT  scan  showed  a marked  improvement 
of  the  left  mastoid.  The  ears  stopped  draining,  the 
ear  pain  disappeared,  and  a repeat  hearing 
test  showed  marked  improvement.  She  was 
discharged  home. 

Five  months  later,  the  patient  was  rehospitalized 
because  of  a two-and-a-half  week  history  of  pain 
and  drainage  from  the  left  ear.  Physical  examina- 
tion revealed  the  same  findings,  only  this  time 
localized  to  the  left  ear.  Again,  cultures  of  the 
drainage  showed  heavy  growth  of  Pseudomonas 
aeruginosa.  Both  CT  and  Gallium  scans  reveal- 
ed a larger  area  of  involvement  of  the  left 
mastoid.  She  was  again  started  on  intravenous 
tobramycin  and  seven  days  later  underwent  a left 
mastoidectomy.  Cultures  taken  during  the  opera- 
tion also  grew  Pseudomonas  aeruginosa.  Tissue 


removed  during  operation  showed  chronic  inflam- 
mation and  mastoiditis.  She  was  continued  on 
tobramycin  for  another  week,  after  which  there 
was  no  more  drainage  and  the  ear  pain  subsid- 
ed. A repeat  hearing  test  showed  marked  im- 
provement. She  was  discharged. 

Six  months  later  she  was  admitted  again 
because  of  a three-week  history  of  bilateral  ear 
pain  and  drainage  with  the  same  characteristics 
as  previously.  Cultures  again  grew  Pseudomonas 
aeruginosa,  and  she  was  put  on  a three-week 
course  of  intravenous  tobramycin  and  clin- 
damycin. The  left  mastoidectomy  was  repeated 
and  the  surgical  specimen  and  cultures  gave  the 
same  findings  as  previously.  She  again  showed 
marked  clinical  improvement  and  was 
discharged. 


I 


FIGURE  2 
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During  the  hospitalizations,  multiple 
laboratory  tests  and  evaluations  were  done,  in- 
cluding CBC,  urinalysis,  SMA-12,  SMA-6,  fasting 
blood  sugar,  nitro  blue  tetrazolin  test,  lym- 
phocyte enumeration,  tetanus  and  H.  influenzae 
B antibody  titers,  C3  and  C4  titers  and  serum  im- 
munoglobulins IgE,  IgG,  IgA  and  IgM.  Cultures 
were  done  for  other  bacteria,  fungi  and 
mycobacteria.  Skin  tests  for  Candida,  mumps, 
tetanus  were  normally  reactive  and  a PPD  was 
negative.  All  findings  were  negative  or  normal 
except  two: 

o Sedimentation  rate  was  moderately  elevated, 
22  and  26  mm/hour,  and 

o IgG4  subclass  was  low. 

Immune  globulins  were  tested  twice,  at  the 
Nichols  Laboratory,  California,  and  gave  substan- 
tially the  same  result  each  time: 


Patient 

Expected  Value 

IgGl 

648  mg/dl 

305  - 1480  mg/dl 

IgG2 

132  mg/dl 

35  - 477  mg/dl  ■ 

IgG3 

19  mg/dl 

10  - 105  mg/dl 

IgG4 

2 mg/dl 

4 - 158  mg/dl 

Tbtal 

801  mg/dl 

400  - 1660  mg/dl 

The  IgG4  subclass  normally  represents  5 percent 
of  the  total,”  but  in  our  patient  was  only  0.25 
percent. 

It  was  then  decided  to  perform  a tympanoplasty 
to  provide  her  with  new  “tympanic  membranes.” 
Grafts  of  fascia  from  the  large  temporalis  muscle 
were  used,  first  on  the  left  and  later  on  the  right. 
Now,  two  years  after  the  tympanoplasties,  she  has 
not  had  any  more  problems  or  ear  infections.  She 
is  in  good  health,  though  still  has  decreased 
hearing. 
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Discussion 

Our  patient,  as  other  patients  with  malignant 
otitis  externa,  had  pain,  soft  tissue  involvement, 
copious  ear  discharge,  and  cultures  which  showed 
heavy  growth  of  Pseudomonas  aeruginosa.  In 
children  this  disorder  usually  has  an  acute  onset 
as  opposed  to  adults,  where  the  onset  is  very  slow 
and  gradual.  This  patient’s  onset  was,  as  in  adults, 
slow  and  gradual,  but  her  recurrences  were  acute. 

Of  all  previously  reported  cases  of  malignant  ex- 
ternal otitis  in  children,  only  one  received  multi- 
ple courses  of  intravenous  antibiotics  and  surgical 
care,  including  mastoidectomy.9  All  others  re- 
quired only  one  course  of  intravenous  antibiotics. 
In  contrast,  in  adults,  recurrence  of  this  problem 
is  common.  In  children  the  tympanic  membranes 
are  necrotic  in  more  than  half  the  cases,  but  in 
adults,  the  tympanic  membranes  are  usually 
spared.  Facial  nerve  palsy  is  more  frequent  in 
children.  Mortality  in  adults  is  high,  usually  about 
20  percent;  but  in  children,  no  deaths  from  this  con- 
dition have  yet  been  reported.  Increased  sedimen- 
tation rate  is  not  unexpected.10^1 

In  adults,  antibiotics  are  recommended  for  five 
to  six  weeks,  but  in  children,  a two-  to  three-week 
course  is  usually  sufficient  as  long  as  a clinical 
response  is  obtained.  In  our  patient,  multiple 
cultures  from  middle  ear,  mastoid  and  drainage 
always  grew  out  Pseudomonas  aeruginosa,  sen- 
sitive to  tobramycin.  This  aminoglycoside  is  the 
drug  of  choice  for  this  condition,  though  some 
authors  recommend  a concurrent  anti- 
Pseudomonas  penicillin  compound.2  Surgery  is 
usually  indicated  when  there  is  a focus  of  infection, 
as  in  our  patient;  however,  surgery  does  not 
decrease  morbidity.  In  previously  reported  cases  in 
children,  male  and  female  are  equally  represented. 
Mastoidectomies  were  performed  in  six  of  18,  and 
five  of  18  had  decreased  hearing. 

This  is  the  first  documented  case  of  malignant 
otitis/mastoiditis  with  an  associated  IgG4  deficien- 
cy. Such  IgG4  deficiencies  have  been  described  in 
children  with  recurrent  infections  and,  in  par- 
ticular, sinopulmonary  infections.1213  Currently 
there  is  no  consensus  as  to  how  best  to  manage 
such  patients.  Some  authors  advocate  intravenous 
gammaglobulin  replacement  therapy,1415  while 
others  question  its  value  and  recommend  that  such 
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therapy  only  be  used  as  part  of  experimental  pro- 
tocols.16 

In  our  patient  we  decided  first  to  implant  new 
tympanic  membranes  to  give  the  ears  the  natural 
protective  barrier  they  need  to  prevent  the  entry 
of  outside  infections.  In  doing  so  we  did  not  have 
to  use  intravenous  gammaglobulin.  This  course  of 
action  has  worked  well  over  the  past  two  years. 

Summary 

We  have  presented  the  first  child  in  Delaware 
with  malignant  external  otitis  associated  with 
IgG4  deficiency.  Our  patient  needed  three  courses 
of  intravenous  antibiotics  and  twice  required 
mastoidectomy,  but  has  recovered  completely 
following  the  restoration  of  the  natural  barrier 
between  the  internal  and  external  ear,  using  a 
fascial  graft  from  the  large  temporalis  muscle. 
Some  hearing  deficit  remains. 

References 


1.  Meltzer  PE,  Kelmen  G.  Pyocutaneous  osteomyelitis  of  the  temporal  bone,  mandi- 
ble, and  zygoma.  Laryngoscope  1959;69:1300-1316. 

2.  Rubin  J,  Yu  VL,  Stool  SE.  Malignant  external  otitis  in  children.  J Ftediatr. 
1988;113:965-970. 

3.  Wolff  LJ.  Necrotizing  otitis  external  during  therapy  for  acute  lymphoblastic  leukemia. 
Fbdiatrics.  1989;84:882-885. 

4.  Merritt  WT,  Bass  JW,  Bruhn  FW.  Malignant  external  otitis  in  adolescent  with 
diabetes.  J Fbdiatr.  1980;96:872-873. 

5.  Sobie  S,  Brodsky  L,  Stanievich  JF.  Necrotizing  external  otitis  in  children,  report  of 
two  cases  and  review  of  the  literature.  Laryngoscope  1987;97:598-601. 

6.  Sherman  P,  Black  S,  Grossman  M.  Malignant  external  otitis  due  to  Pseudomonas 
aeruginosa  in  childhood.  Pediatrics.  1980;66:782-783. 

7.  Rubenstein  E,  Ostfeld  E,  Ben-Zaray  S,  Schiby  G.  Necrotizing  external  otitis. 
Pediatrics.  1980;618-620. 

8.  Duncan  JM,  Herrod  HG,  Crawford  LV.  IgG  subclass  deficiency  and  recurrent 
respiratory  tract  disease  in  childhood.  Fbdiatric  Asthma,  Allergy  & Immunology. 
1988;2:269-278. 

9.  Giguere  P,  Rouillard  G.  Otite  exteme  maligne  bilaterale  ches  un  fillette  de  10  ans. 
J Otolaryngol  (Can).  1976;5:159-166. 

10.  Coser  PL,  Staman  AEC,  Lobo  RC,  Pinto  JA.  Malignant  external  otitis  in  infants. 
Laryngoscope  1980;90:312-315. 

11.  Horn  KL,  Gherini  S Malignant  external  otitis  in  childhood.  Am  J Otol. 
1981;2:402-404. 

12.  Beck  CS,  Heiner  DC.  Selective  IgG4  deficiency  and  recurrent  infections  of  the 
respiratory  tract.  Amer  Rev  Resp  Dis.  1981;124:94-96. 

13.  Shackelford  PG,  Pilmar  SH,  Mayus  JL,  Johnson  WL,  Corny  JM,  Nahm  MH.  Spec- 
trum of  IgG2  subclass  deficiency  in  children  with  recurrent  infections:  prospective  study. 
J ftxiiatr.  1986;108:647-653. 

14.  Heiner  DC.  Recognition  and  management  of  IgG  subclass  deficiencies  Fbdiatr  Inf 
Dis  J.  1987;6:235-238. 

15.  Schur  PH.  IgG  subclasses  - a review.  Ann  Allergy.  1987;58:89-96. 

16.  Choi  SY.  Immunoglobulin  G subclass  deficiencies:  should  we  treat?  J Ftediatr. 
1988;1 13:789. 


1421 


We  can  help  you 
get  to  the  heart 
of  the  problem 

Jr  When  cardiac  testing  and  evaluation 
^ are  necessary,  refer  your  patients  to  the 
Cardiac  Diagnostic  Center.  You  can  be 
assured  that  they  will  receive  fast,  reliable, 
comprehensive,  non-invasive  testing. 
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SPECIAL  REPORT 


A REVIEW  OF  ANIMAL  BITES  IN  DELAWARE  - 1989  to  1990 


Geneva  Spence,  V.M.D. 


Abstract 


Rabies,  a disease  associated  with  aggression  in 
animals,  has  been  endemic  in  terrestrial  wildlife 
in  New  Castle  County,  Delaware,  since  November 
1987.  There  have  been  four  documented  deaths 
in  humans  in  Delaware  since  1919,  although  the 
last  case  originated  in  Maryland  and  was 
hospitalized  in  Delaware  in  1975. 

Because  of  the  potential  association  of  pet 
animals  with  wild  animals  and  the  subsequent 
contact  with  humans,  emphasis  is  placed  on 
preventive  medicine  (vaccinations)  and  preven- 
tion of  animal  bites.  People  are  bitten  more  often 
by  dogs  than  any  other  domestic  animal,  causing 
injury,  pain  and  sometimes  death. 

Introduction 

Historically,  the  first  outbreak  of  raccoon  rabies 
in  the  U.S.  was  recognized  in  central  Florida  in 
the  1950s.  Today,  all  of  Florida,  most  of  Georgia, 
South  Carolina  and  eastern  Alabama  are  involved 
in  this  epizootic.  In  1977,  the  first  reports  came 
in  from  the  Virginia/West  Virginia  area  of  a rabid 
raccoon.  The  numbers  increased  steadily  to  a 
peak  of  1608  in  1983. 1 

Dr.  Spence  is  a veterinarian  with  the  Division  of  Public  Health,  Delaware  Health 
I and  Social  Services,  Dover,  Delaware. 


In  November  of  1987,  a raccoon  was  found  stag- 
gering through  a residential  area  of  Newark, 
Delaware.  The  raccoon  was  rabid.  Before  the  year 
ended,  seven  more  rabid  raccoons  were  found  in 
New  Castle  County. 

Delaware  now  is  a vibrant  part  of  the  Mid- 
Atlantic  raccoon  rabies  epizootic,  which  also  in- 
cludes Virginia,  West  Virginia,  Maryland, 
Washington  D.C.,  Pennsylvania  and  New  Jersey. 

The  association  of  pet  animals  with  wild 
animals  puts  human  owners  at  a risk  of  rabies  ex- 
posure. We  know  that  the  best  means  of  protec- 
tion that  we  have  is  vaccination  of  pet  animals. 
We  also  know  that  a certain  percentage  of  pets 
are  not  properly  immunized. 

The  Delaware  Animal  Bite  Reporting  System 
(DABS)  was  originally  set  up  to  assist  in  track- 
ing those  pets  which  pose  the  greatest  risk  to 
humans  because  they  are  not  vaccinated  against 
rabies  and  do  bite.  DABS  consequently  tracks 
direct  exposure  of  humans,  via  injury,  to  wildlife 
and  “exotic”  pets.  As  our  data  increased,  an  ob- 
vious public  health  problem  became  apparent: 
the  large  number  of  injuries  sustained  by  in- 
dividuals from  biting  animals,  the  majority  of 
these  animals  being  dogs. 


Del  Med  Jrl,  December  1990-Vol.  62,  No.  12 


1425 


Special  Report  - Spence 


There  is  a need  for  education,  which  the  medical 
community  could  assist  in  filling,  along  with 
state  health  departments,  animal  control  agen- 
cies, schools  and  parents.  Adults  and  children 
need  to  be  educated  to  the  hazards  of  handling  or 
attempting  to  handle  strange,  stray  or  loose 
domestic  animals  and  all  wildlife.  Apparently, 
children  are  not  instructed  on  how  to  avoid  get- 
ting bitten  by  an  animal  when  they  are  receiving 
other  safety-oriented  instruction,  such  as  how  to 
safely  cross  the  street,  avoiding  strangers,  etc.  To 
get  an  idea  of  how  severe  the  problem  is,  the 
animal  bite  rate  for  Delaware  is  186.8/100,000 
pop.,  which  is  approaching  the  rate  of  some  sex- 
ually transmitted  infectious  diseases.2 

These  statistics  underestimate  the  actual  prob- 
lem because  many  bites  go  unreported  for  various 
reasons.  Many  biting  pet  animals  end  up  being 
euthanized  and  tested  for  rabies  by  our 
public  health  laboratory  without  ever  being  of- 
ficially reported  to  DABS.  What  follows  is  a 
description  of  our  system  and  subsequent  data 
covering  May  1989  to  April  1990. 

Methods 

Initially  the  reporting  of  biting  incidents  was 
sporadic.  Since  animal  bites  are  a recognized 
public  health  problem,  the  Division  of  Public 
Health  introduced  a new  animal  bite  reporting 
system  statewide  on  April  20, 1989.  This  system 
encompasses  all  medical  facilities,  expands  the 
data  requests  and  includes  10-day  quarantine 
forms  for  biting  dogs  and  cats.  There  are  two 
forms,  one  directed  to  hospital  emergency  rooms 
and  local  emergency  care  centers  and  the  other 
form  directed  to  an  investigating  agency,  either 
local  dog  wardens,  police  departments  or  the 
Delaware  SPCA. 

The  new  forms’  data  requests  include  name,  ad- 
dress, age  and  sex  of  victim,  location  of  wound  on 
the  body,  severity  and  treatment  of  the  wound, 
treating  facility,  circumstances  surrounding  the 
biting  incident,  the  veterinary  hospital  where  the 
biting  animal  is  a patient  (if  applicable),  and 
either  a victim  consultation  box  where  the  victim 
is  instructed  to  contact  police  or  the  SPCA  or  a 
quarantine  agreement  for  the  owner  of  the  biting 
animal. 
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All  of  the  forms  are  sent  to  the  Rabies  Program 
Office,  Bureau  of  Disease  Prevention,  DPH, 
DHSS,  Dover,  Delaware,  where  their  data  are 
entered  into  a computer.  Forms  initiated  by 
hospitals  and  investigating  agencies  are  matched 
by  the  victim’s  name.  Owners  of  biting  animals 
also  can  be  checked  for  repeat  offenses. 

Results  and  Discussion 

For  the  time  period  May  1989  - April  1990, 1260 
reports  were  received. 

Source  of  Reports 

One  thousand  eighty-one  reports  indicated 
medical  treatment.  The  participation  of 
Delaware  hospitals  and  emergency  care  centers 
is  reflected  below3 : 


A. I.  duPont,  Wilmington 11 

Beebe  Hospital,  Lewes  (includes  Millsboro)  51 
Delaware  Medical  Care,  Inc., 

Wilmington 68 

HMO  of  Delaware,  Newark 11 

Kent  General  Hospital,  Dover 103 

Limestone  Medical  Center,  Inc.,  Wilmington  43 
Medical  Center  of  Delaware,  Christiana/ 

Wilmington 279 

Milford  Hospital,  Milford 105 

Millville  Emergency  Center,  Millville 11 

Nanticoke  Hospital,  Seaford  (includes 

one  death) 65 

Newark  Emergency  Center,  Newark 130 

Riverside  Hospital,  Wilmington 21 

St.  Francis,  Wilmington 60 


! Univ.  of  Delaware  Student  Health,  Newark  13 

Table  1 

We  received  20  welcome,  albeit  unsolicited, 
reports  from  the  following  sources:  Dover  Air 
Force  Base  (7),  U.S.  Postal  Service  (5),  county 
health  units  and  clinics  (5),  a middle  school  nurse 
(1),  Rehoboth  Beach  Police  Medical  Unit  (1),  and 
Sussex  County  Corrections  (1). 

Seventeen  individuals  were  treated  outside  of 
Delaware  (i.e.,  in  a Maryland  or  Pennsylvania 
hospital).  Private  physicians  treated  73  cases, 
and  1 10  stated  that  they  were  treated  at  home  or 
not  at  all.  Sixty-nine  reports  left  this  question 
blank. 
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Characteristics  of  Offending  Animals 


The  species  breakdown  for  these  1260  reports 
is: 


Dogs  

942  (74.8%) 

Cats 

249  (19.8%) 

Other  

69  ( 5.5%) 

mice/rats  .... 

13  horses  

..  2 

squirrels  .... 

11  monkeys  

..  2 

bats  

7 opossum  

..  2 

rabbits 

6 wolf-hybrids  

..  2 

raccoons  

5 chipmunk 

..  1 

ferrets  

4 cow  

..  1 

hamsters  .... 

4 groundhog 

..  1 

snakes  

4 skunk  

..  1 

birds  

3 

Table  2 

Rabies  vaccination  status  was  indicated  on  592 
of  1194  appropriate  animals  (i.e.,  dogs,  cats, 
horses,  sheep  and  cattle).  The  percentage  of  dogs 
vaccinated  was  55.8%;  that  for  cats  was  much 
lower  - 26.5%.  It  is  acknowledged  by  practi- 
tioners, humane  organizations  and  supported  by 
our  data  that  cats  are  vaccinated  far  less  fre- 
quently than  dogs,  even  though  they  need  to  be 
protected  more. 

Rabies  vaccination  of  ferrets  was  approved  in 
February  1990;  however,  they  are  not  included  in 
the  total  of  appropriate  animals.  The  incubation 
period  of  rabies  in  ferrets  is  still  unknown,  and 
the  Division  of  Public  Health  requests  that  they 
be  sacrificed  and  tested  in  bite  cases. 

Further  educational  measures  need  to  be  taken 
to  encourage  vaccination  of  cats,  especially  since 
they  are  more  likely  to  encounter  Wildlife  while 
roaming.  Vaccination  is  proven  by  certificate  or 
verification  by  the  attending  veterinary  hospital. 
No  verbal  assurance  from  owners  is  accepted. 

The  most  common  offending  cat  was  listed  as 
a Domestic  Shorthair.  The  most  common  breed 
of  dog  described  in  these  incidents  was  a 
“Shepherd  mix”  or  Shepherd  (158;  16.8%), 
Labradors  or  “Lab  mix”  were  second  (88;  9.4%) 
and  Dobermans  or  “Dobe  mix”  were  third  (48; 
5.1%).  Although  pit  bulls  figure  prominently  in 
severe  attacks  on  people  and  high  fatalities,4  on- 
ly 35  (3.7%)  bites  by  pit  bulls  were  reported  to  us 
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during  this  period.  The  term  “pit  bull”  is  loose- 
ly used  to  describe  all  of  the  following:  the 
American  Pit  Bull,  the  American  Staffordshire 
Terrier,  Staffordshire  Bull  Terrier,  bull  terrier 
and  bulldog,  plus  various  mixes  of  the  above.5 

We  did  have  one  fatality  in  1989  due  to  a dog 
attack.  On  July  11, 1989,  a gentleman  in  his  70s 
suffered  multiple  injuries  when  he  was  attacked 
by  a Chesapeake  Bay  Retriever  he  and  his  wife 
had  acquired  the  day  before.  Official  cause  of 
death  was  exsanguination.  The  man  was  infirm 
and  fell  to  the  ground  within  the  radius  of  the 
dog’s  chain.  His  73-year-old  wife  was  also  bitten 
by  the  dog.  Many  theories  have  been  proposed  as 
to  why  the  dog  displayed  such  aggression.  We  do 
know  that  several  circumstances  existed  that 
may  have  caused  confusion  in  the  dog:  the  change 
in  location,  the  heat  (it  was  chained  outside),  be- 
ing tangled  in  its  chain,  the  presence  of  its  food 
and  being  approached  by  what  it  may  have  con- 
sidered strangers,  which  would  elicit  territorial 
behavior. 

Another  question  on  our  forms  for  victims  of 
animal  bites  was  to  ascertain  whether  they  had 
provoked  the  injuries  they  received.  Of  the  947 
who  answered  this  question,  291  (30.7%)  said 
“yes,”  119  of  which  could  be  verified  by  reading 
the  “Circumstance  of  Bite”  narrative.  Six  hun- 
dred fifty-six  victims  said  “no,”  that  they  had  not 
provoked  the  bite,  although  from  the  cir- 
cumstances describing  the  incident,  350  of  those 
individuals  had  provoked  the  animal.  An  addi- 
tional 115  victims  who  didn’t  answer  the  ques- 
tion of  provocation  had  also  provoked  the  offend- 
ing animal,  such  information  being  taken  from 
the  “Circumstance  of  Bite”  describing  the 
incident. 

Six  hundred  eight  bites  were  determined  to 
have  been  provoked.  This  is  not  to  say  that  the 
victims  intentionally  agitated  the  animal  to  a 
point  where  it  bit  them,  although  occasionally 
this  did  occur.  Here,  “provoked”  means  that  some 
behavior  of  the  victim  stimulated  the  bite 
response  in  the  animal.  The  various  types  of 
human  activity  and  animal  behavior  are  shown 
in  Table  3. 

The  “Circumstance  of  Bite”  narratives  for  dogs 
and  cats  were  combined  by  the  author  into  the 
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categories  in  Table  3.  These  categories  are  more 
descriptive  than  diagnostic  and  incorporate  some 
of  the  descriptions  given  by  the  animals’  owners 
or  the  victims  of  the  bite. 


Territorial  behavior  93  (n  = 608) 

Passing  by  80 

Fighting  dogs/cats  75 

“Playing”  71 

Sick/Injury /Pain  70 

Handling 70 

Fear  44 

Possessive  behavior  32 

Attempting  to  handle 31 

Accidental  bite 11 

Medical  manipulation 11 

Commanded  to  bite 10 

Heat/Breeding  5 

Lactating  females 5 


Table  3 


The  most  common  biting  circumstances  were 
those  which  occurred  when  a dog  rushed  out  of 
a front  door  at  a delivery  person,  mail  carrier, 
meter  reader,  etc.,  or  the  dog  bit  someone  when 
the  person  entered  their  house  or  yard.  This  is 
categorized  as  territorial  behavior.  The  victim 
“invades”  the  dog’s  space  — house,  car,  yard, 
sidewalk,  etc. 

The  next  common  was  “I  was  just  passing  by,” 
which  included  walking  by,  riding  by,  biking  by, 
skating  by  and  running  by.  This  could  involve  dif- 
ferent types  of  canine  behavior,  such  as  predatory, 
territorial  or  a combination  of  both.  The  victim 
may  aggravate  the  situation  by  running  away. 

Fear,  which  encompasses  most  of  the  cat  bites, 
is  an  interpretive  category  and  can  be  further 
broken  down  into  the  most  common  activity  oc- 
curring at  the  time  of  the  bite,  as  shown  below. 


Trying  to  “catch” 22 

Packing  into  container 9 

Bathing  cat/dog 7 

Startling  while  sleeping 6 


Table  4 


Trying  to  catch  implies  a chase,  possibly  corner- 
ing and  eventually  making  a grab  for  the  animal. 
Packing  into  a container  for  transport  usually 
means  a cage  or  carrier;  in  one  case  it  was  a crab 
trap.  The  rest  are  self-explanatory. 

Seventy-nine  (31.7%)  of  the  cats  were  owned  by 
the  victim  as  opposed  to  236  (25.1%)  of  the  dogs. 
Many  of  the  cats  were  feral  or  strays  plucked  up 
off  the  street  by  the  victim. 

“Playing”  with  the  animal  was  the  verbal  ex- 
planation of  70  victims.  This  could  include  play 
that  was  threatening,  dominant/aggressive 
behavior  in  dogs,  injury  to  the  animal,  teasing 
with  food  or  a toy,  etc. 

An  overwhelming  number  of  bites  occur  when 
people  attempt  to  stop  dog-to-dog,  cat-to-cat,  or 
dog-to-cat  aggression.  In  my  experience,  very  few 
of  these  confrontations  need  human  intervention, 
as  the  dogs  and/or  cats  will  usually  resolve  the 
problem  without  fighting  to  the  death.  In  inter- 
species fighting,  if  a large,  aggressive  dog  has  a 
cat  by  the  neck,  the  cat  may  be  killed  before  one 
can  do  very  much  about  it.  Trying  to  remove  the 
cat  may  be  cause  for  the  dog  to  turn  on  the  per- 
son. Many  people  were  bitten  by  both  cats  and 
dogs  trying  to  rescue  cats  being  chased  by  dogs. 
Most  cats  can  get  away  from  dogs  by  climbing. 

The  Sick/Injury/Pain  category  includes  people 
trying  to  medicate  sick  animals,  intentional  or 
unintentional  infliction  of  pain  by  stepping  on 
the  animal,  pulling  tails  or  ears,  and  those  in- 
dividuals who  insist  on  “helping”  dogs  or  cats 
that  have  been  injured  (e.g.,  hit  by  a car).  Attempt- 
ing to  pick  up  an  injured  animal  results  in  inflict- 
ing more  pain  on  that  animal  and  their  usual 
response  is  to  bite. 

The  possessive  category  not  only  includes  try- 
ing to  or  taking  away  a toy,  bone,  or  treat  from  an 
animal,  but  also  disturbing  an  animal  while  it  is 
eating. 

The  accidental  category  includes  these  ver- 
batim responses:  persons  bitten  while  a dog  or  cat 
was  “having  a seizure,”  “dog  and  person  lunging 
for  a toy  . . .”  or  other  object  “ ...  at  the  same  time,” 
and  “swinging  hand  out  and  catching  dog  in  the 
mouth,  breaking  the  skin  of  the  ‘victim’s’  hand.” 
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Medical  manipulation  is  probably  an  overlap 
of  fear  and  pain.  These  bites  occur  when  animals 
are  being  manipulated  for  radiographs,  are  being 
given  injections,  are  having  their  temperature 
taken  - whatever  the  cause,  they  occurred  in  a 
clinical  setting  (i.e.,  veterinary  hospital  or  shelter 
clinic). 

Characteristics  of  Victims 

The  male-to-female  victim  ratio  was  roughly 
1.21:1.0.  Children  in  the  0-9  age  group  were  most 
frequently  the  victims  of  a dog  bite. 


Age  Group  0 - 9 339 

10  - 19 223 

20  - 29  177 

30  - 39  176 

40-49  116 

50  - 59 68 

60  - 69 75 

70  - 79 30 

80  - 89  8 

90  - 99  1 


Age  unknown 47 

Table  5 


Usually  the  circumstances  surrounding  the 
bite  in  younger  people  were  described  as  “play- 
ing” with  the  animal,  attempting  to  pet  or  pet- 
ting the  animal,  or  taking  something  away  from 
the  animal.  As  the  victims  become  older,  play 
behavior  is  no  longer  a circumstance.  It  is  replaced 
by  breaking  up  fighting  animals  or  stimulation 
of  territorial  behavior  or  fear  in  the  animals. 

Forty-seven  reports  did  not  state  age.  However, 
we  know  that  eleven  of  these  cases  were  under  the 
age  of  18. 


Wound  locations  were  divided  into  categories, 
and  1022  of  1260  reports  specified  the  location. 
In  descending  order  of  frequency  were  listed: 


arms/hands 

530 

51.9% 

legs 

259 

25.3% 

face 

232 

22.7% 

back/buttocks 

35 

3.4% 

torso 

29 

2.8% 

Table  6 

The  major  site  of  injury  reflects  overwhelming- 
ly the  circumstances  surrounding  the  bite:  try- 
ing to  pet,  hold  or  catch  an  animal,  or  trying  to 
break  up  fights  between  two  animals.  Of  the  232 
reports  specifying  “face”  as  the  location,  142 
(61.2%)  of  these  were  in  children  0 - 9 years. 
Children  tend  to  poke  their  faces  into  an  animal’s 
face,  possibly  as  part  of  human  “play”  behavior. 
Multiple  bite  sites  were  listed  in  roughly  5%  of 
wounds. 

Four  categories  detailed  type  of  wound  and  im- 
plied severity;  369  did  not  identify  the  type  of 
wound.  The  “skin  unbroken”  category  implies 
contusion.  In  descending  order  of  frequency,  they 
are: 


punctures 

533 

= 

59.8% 

lacerations 

323 

= 

36.3% 

scratch 

204 

= 

22.9% 

skin  unbroken 

54 

Table  7 

= 

6.0% 

Treatments  received  consisted  of  five 
categories;  650  reports  had  no  response. 


Basic  wound  care 

(cleaning,  etc.) 

425  = 

69.7% 

Tetanus  toxoid 

264  = 

43.3% 

Antibiotics 

233  = 

38.2% 

Sutures 

120  = 

19.7% 

Rabies  post-exposure 

treatment 

24  = 

3.9% 

Table  8 

One  hundred  twenty  wounds  were  sutured, 
showing  that  many  injuries  are  quite  extensive. 
Plastic  surgery  referrals  were  not  tallied,  but  this 
also  was  reported  with  some  frequency,  most  of 
these  wounds  being  located  on  the  face. 

We  did  not  request  information  on  specific  an- 
tibiotics used  or  organisms  cultured,  or  even  if 
cultures  are  routinely  done.  The  following  list  is 
a compilation  of  the  organisms  that  are  isolated 

NB:  Our  totals  do  not  equal  the  number  of  reports 
responding  nor  do  our  percentages  equal  100% 
because  o/multiple  answers  for  bite  sites,  wound 
types  and  treatments 
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from  canine  mouths  and  also  from  dog  bite 
wounds;  the  oral  flora  of  cats  is  similar. 

Pasteurella  multocida,  Staphylococcus  aureus, 
S.  epidermidis,  S.  pyogenes,  S.  saprophyticus, 
Clostridium  sp.,  Pseudomonas  sp.,  Klebsiella  sp., 
Moraxella  sp.,  E.  coli,  Enterobacter  sp.,  Strep- 
tococcus viridans  group,  Corynebacterium  sp., 
Acinetobacter  calcoaceticus,  Actinomyces  sp., 
Bacillus  sp.,  Caryophanon  sp.,  Mycoplasma  sp, 
Neisseria  sp.,  Streptomyces  sp.  and  the 
alphanumeric  strains  Ilj,  EF-4,  M-5  and  DF-2.b ' 

Only  24  animal  bites  resulted  in  post-exposure 
treatment  for  rabies  being  given  the  victim  (i.e., 
Human  Rabies  Immunoglobulin  [HRIG]  and 
Human  Diploid  Cell  Vaccine  [HDCV]).  One  of 
these  offending  animals  was  a bat  that  proved  to 
be  rabid  via  Indirect  Fluorescent  Antibody  (IFA) 
testing  at  the  Public  Health  Lab.  The  other  23 
animals  were  dogs  (14),  cats  (6),  raccoons  (2)  and 
a skunk.  Neither  of  the  raccoons  nor  the  skunk 
was  available  for  testing. 

Rabies  treatment  is  very  safe  but  very  expen- 
sive. The  cost  to  treat  a 180-lb.  man  is  currently 
$742. 508  just  for  the  biologicals.  With  the 
emergency  room  fees,  additional  treatment  of 
tetanus  toxoid  and/or  antibiotics,  E.R.  physician’s 
fees  and  follow-up  doctor’s  office  visits  to  com- 
plete the  series  of  vaccinations,  the  total  treat- 
ment costs  can  easily  approach  $1700.00. 

The  usual  treatment  for  a dog  or  cat  bite  in 
Delaware  is  basic  wound  care  and  supplemental 
treatment  if  indicated.  However,  there  is  no  need 
to  provide  rabies  post-exposure  treatment  for  a 
dog  or  cat  bite  when  the  animal  is  available  for 
either  quarantine  (10  days  at  the  owner’s 
residence  or  in  a kennel)  or  testing  by  the  Public 
Health  Laboratory.  Rabies  testing  occurs  when 
the  dog  or  cat  is  a stray  or  feral  animal,  or  it  is 
requested  by  a veterinarian  due  to  neurologic 
symptoms  and  unexplained  behavioral  changes 
consistent  with  the  clinical  picture  of  rabies.  Im- 
petus is  added  to  this  request  if  the  animal  was 
not  vaccinated  and  was  allowed  to  roam  at  will 
in  a rabies  endemic  area. 

Cases  must  be  evaluated  on  an  individual  basis 
when  the  biting  dog  or  cat  cannot  be  located  for 
observation  or  testing,  using  the  input  of  the  vic- 
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tim,  the  victim’s  physician  and  Rabies  Program 
Office/Epidemiology  Office  of  the  Division  of 
Public  Health. 

Administrative  Outcomes 

Of  the  1081  reporting  medical  treatment,  304 
(28.2%)  were  followed  up  by  either  the  police  (43), 
the  Delaware  SPCA  (238)  or  both  (23).  Obvious- 
ly some  individuals  do  not  follow  through  as  they 
are  directed  by  hospital  personnel  in  reporting 
the  bite  to  police  or  the  SPCA.  Some  victims  may 
not  be  instructed  to  do  so,  through  oversight.  Also, 
some  of  these  bites  were  inflicted  by  wildlife 
which  wouldn’t  be  quarantined  and  may  have 
escaped  so  they  also  would  not  have  been  tested 
by  the  Division  of  Public  Health  Lab,  making  in- 
vestigation difficult. 

The  SPCA  and/or  police  reported  119  bites, 
some  victims  having  refused  Medical  treatment 
or  were  treated  at  home.  The  Public  Health  Lab 
received  289  requests  for  testing  biting  animals, 
40  of  which  were  not  reported  by  any  hospital  or 
other  agency. 

Of  the  1260  reports,  324  (25.7%)  victims  or  their 
families  owned  the  offending  animal;  only  35  of 
these  were  investigated  by  the  police  or  Delaware 
SPCA,  quarantining  the  pet  animal  for  10  days. 
When  an  animal  bites  its  owner  or  a member  of 
the  family,  even  if  the  victim  is  injured  enough 
to  seek  medical  help,  it  is  unlikely  that  they  will 
report  this  to  an  investigation  agency.  Of  the 
1260  reported  animals,  301  were  quarantined  by 
police  or  the  Delaware  SPCA. 

Summary 

As  can  be  noted  from  all  documentation, 
animal  bites,  particularly  in  children,  is  an  area 
that  may  not  be  adequately  addressed  by  our  pres- 
ent system  of  education  (i.e.,  physicians,  parents, 
schools).  Not  only  can  children  and  adults  be 
schooled  in  how  to  avoid  being  bitten  by  both  wild 
and  unfamiliar  domestic  animals,  but  they  can 
be  counseled  on  safety  in  the  home  with  their  own 
pets. 

For  example,  after  clients  present  for  treatment 
of  a bite  wound,  the  circumstances  of  the  biting 
incident  should  be  documented  by  their  physi- 
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cian.  Private  physicians  can  get  animal  bite 
reporting  forms  from  the  Division  of  Public 
Health,  county  health  units  or  any  hospital  upon 
request. 

Repeat  offenses  by  a pet  animal  should  be 
evaluated  by  a veterinarian.  Solutions  to  ag- 
gressive behavior  in  pet  animals  range  from  obe- 
dience training  to  behavior  modification  to 
removal  of  the  pet  from  the  household.  Physicians 
and  veterinarians  can  and  should  work  closely  to 
reduce  injuries  of  this  nature. 

Our  bite  reporting  system  also  provides  us  with 
information  as  to  the  level  of  adherence  to  the 
mandatory  dog  and  cat  vaccination  laws.  Exact- 
ly 50%  of  the  biting  dogs,  cats,  horses  and  cattle 
were  vaccinated  for  rabies.  The  need  perceived  by 
owners  to  vaccinate  their  animals  may  be  seen  as 
a function  of  location  within  the  state.  A farmer 
in  Sussex  County,  where  there  is  no  active  ter- 
restrial rabies  may  not  see  the  need  to  vaccinate 
his  dogs  and  less  need  to  vaccinate  the  many  feral 
cats  which  hang  around  his  barn,  as  opposed  to 
the  pet  owner  in  suburban  Wilmington,  where 
the  number  of  raccoons  and  foxes  is  on  the  in- 
crease and  rabies  in  these  animals  is  no  longer 
unusual. 
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SPECIAL  REPORT 


Improving  Death  Certificate  Accuracy  in  Delaware 


Robert  W.  Frelick,  M.D. 


Death  certificates,  which  are  used  extensively 
as  the  base  for  health  statistics  to  justify  public 
policy,  rely  on  how  accurately  physicians  com- 
plete the  forms.  Although  the  date  and  place  of 
death  can  seldom  be  questioned,  some  of  the 
medical  information  reported  is  often  much  less 
precise. 

To  obtain  a cross-sectional  view  of  deaths  in 
Delaware  and  to  study  completed  death  cer- 
tificates, I used  data  from  Delaware’s  Bureau  of 
Vital  Statistics  to  review  243  certificates  com- 
pleted during  the  first  two  weeks  of  November 
1989. 1 judged  the  reasonableness  and  reliabili- 
ty of  the  certificates’  information  without  com- 
paring the  findings  with  hospital  or  office 
records.  Additional  study  to  compare  the  causes 
of  death  to  medical  records  would  be  interesting, 
but  I found  enough  information  to  warrant  this 
report,  especially  since  charts  may  not  clarify  the 
reasons  for  death. 

Some  of  the  most  questionable  certificates 
regarded  patients  who  died  in  nursing  homes, 
where  the  medical  records  are  often  not  too  infor- 
mative. Even  post  mortem  information  may  raise 
more  questions  than  it  answers.  A number  of 
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articles  on  death  certificate  accuracy  are  well- 
summarized  by  Rosenberg1. 

I made  no  attempt  to  judge  the  accuracy  of 
spelling,  marital  status,  birth  date  or  place  of 
residence.  The  occupation  listed  usually  in- 
dicated the  major  work  activity  of  an  individual 
during  his  or  her  lifetime.  None  was  listed  as 
retired,  but  about  5 percent  appeared  to  be  so  ill- 
defined  as  to  be  meaningless.  Other  listings,  such 
as  a “machinist  working  for  Du  Pont”  or 
“homemaker,”  do  not  define  specific  exposures, 
such  as  to  noxious  environmental  hazards.  Un- 
fortunately, there  is  no  place  on  the  death  cer- 
tificate to  list  dates  of  recent  or  terminal 
hospitalizations. 

Of  the  243  cases  reviewed,  about  65  percent 
died  in  hospitals,  18  percent  in  nursing  homes, 
15  percent  under  hospice  care,  and  3 percent  at 
home  (see  Table  1).  Incidentally,  only  one  died  in 
a state  nursing  facility. 


Place  of  Death 

% 

Hospital 

65 

Nursing  Home 

17 

Hospice 

15 

Home 

3 

Table  1 
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Although  it  appeared  that  several  deaths 
followed  surgery,  the  certificate  does  not 
specifically  request  the  physician  to  indicate  re- 
cent surgery  that  might  have  contributed  to 
death  (see  Figure  1).  Of  the  243  cases,  about  16 
percent  were  medical  examiner  cases;  of  these, 
about  half  had  autopsies.  Otherwise,  there  were 
few  post  mortem  examinations.  Of  six  deaths 
under  21,  two  were  ascribed  to  immaturity,  the 
others  to  sudden  infant  death  syndrome.  A study 
of  infant  deaths  covering  a larger  number  of  cases 
may  be  worthwhile  to  determine  if  more  specific 


causes  of  infant  deaths  are  certified,  and  if  not, 
why  not.  A system  to  review  all  infant  deaths  has 
recently  been  prepared. 

It  was  of  interest  that  nurses  attested  to  the 
deaths  of  16  percent  of  the  243  cases  (see  Table 
2).  This  is  in  accordance  with  the  recent  law 
allowing  hospice  nurses  to  certify  a death,  with 
the  provision  that  the  responsible  physician  sign 
the  cause  of  death.  If  this  law  were  expanded  to 
include  nursing  home  deaths,  nurses  would  cer- 
tify another  17  percent  of  deaths.  Two-thirds  of 
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the  deaths  were  pronounced  by  a physician  other 
than  the  physician  who  signed  the  final  cause  of 
death,  especially  in  New  Castle  County,  in- 
dicating the  value  of  the  change  made  in  the 
death  certificate  form  last  year. 


Pronouncement  of 

Death 

% 

Nurses 

17 

Medical  Examiner 

17 

Other  than 

responsible  M.D. 

66 

Table  2 

About  4 percent  of  the  time  physicians  failed  to 
complete  some  items,  such  as,  “Was  the  case 
referred  to  the  medical  examiner?”;  “Was  an 
autopsy  performed?”;  and  “Was  the  death 
natural,  accidental,  suicidal?”  etc.  One  case  of 
head  injury  was  checked  as  natural  (see  Figure 
2).  Further  investigation  showed  this  was  not  a 
natural  cause  of  death. 

The  most  flagrant  lack  of  information  concerned 
the  interval  between  the  onset  of  a condition  and 


the  time  of  death  (see  line  40,  Figure  1).  Fewer 
than  10  percent  reported  the  intervals.  Physi- 
cians from  Sussex  County  were  much  more 
diligent  (40  percent)  in  providing  that  informa- 
tion than  those  in  the  rest  of  the  state.  The 
Medical  Examiner’s  score  was  no  better  than  the 
personal  physicians.  The  former  may  be  because 
it  is  often  not  feasible  to  determine  the  duration 
of  a disease  from  pathological  findings.  However, 
most  clinicians  are  aware  of  the  approximate 
time  from  an  illness  until  death. 

The  timing  information  can  be  particularly 
helpful  in  trying  to  understand  the  sequences  of 
causation  recorded  on  the  certificate  for  acute 
complications  of  chronic  illnesses.  Very  few  of  the 
death  certificates  of  the  cases  that  died  following 
accidents  or  surgery  had  the  time  interval 
between  the  episode  and  death. 

As  might  be  expected,  most  of  those  who  died 
were  old  (see  Table  3).  Twenty  one  percent  were 
85  years  or  older;  36  percent  were  between  70  and 
85  years;  16  percent  were  between  60  and  70 
years;  18  percent  were  between  40  and  60  years; 
5 percent  between  20  and  40  years;  1.5  percent 
between  2 and  20  years;  and  2.5  percent  under 
two  years. 


^32A.  WAS  AN 
AUTOPSY 
PERFORMED? 

Dyes  <0^0 


32B.  WERE  AUTOP- 
SY FINDINGS 
AVAILABLE  PRIOR 
TO  COMPLETION 
OF  CAUSE 
OF  DEATH? 

SP.  YES  DnO 


33.  MANNER 
OF  DEATH 

Iffif  NATURAL 
D ACCIDENT 
D SUICIDE 
O HOMICIDE 

. PENDING 
LJ  INVESTIGATION 

□ UNDETERMINED 


34. 

INJURY 

AT 

WORK? 
D YES 

J3  NO 


35.  DATE  OF  INJURY 
(MO..  DAY.  YR.) 


36.  TIME  OF  INJURY 


D AM 
□ PM 


37.  DESCRIBE  HOW  INJURY  OCCURRED 


38.  PLACE  OF  INJURY  [A  T HOME.  FARM.  STREET.  FACTORY.  OFFICE  BUILDING.  ETC.  (SPECIFY)  ] 


39.  LOCATION  (STREET  AND  NUMBER  OR  RURAL  ROUTE  NUMBER.  CITY  OR  TOWN.  STATE) 


PART  I DO  NOT  ENTER  THE  MODE  OF  DYING  SUCH  AS  CARDIAC  OR  RESPIRATORY  /fRREST^SGOCK.  OR  HEART  FAILURE.  LIST  ONLY  ONE 


CAUSE  PER  EACH  LINE. 


IMMEDIATE  CAUSE 

(FINAL  DISEASE.  INJURY  OR  CONDITION 
THAT  IN  YOUR  OPINION  CAUSED  THE 
DEATH) 


IMMEDIATE 
CAUSE  (A) 


DUE  TO  (B) 


SEQUENTIALLY  LIST  CONDITIONS,  IF  ANY. 

LEADING  TO  IMMEDIATE  CAUSE.  ENTER 

UNDERLYING  CAUSE  (DISEASE  OR  INJURY  DUE  TO  (C)  c 
WHICH  INITIATED  EVENTS  RESULTING  IN 
DEATH)  LAST 

DUE  TO  (D) 


6Z 


APPROXIMATE  INTERVAL 
BETWEEN  ONSET  AND  DEATH  , 


7s  i J 


PART  II  OTHER  SIGNIFICANT  CONDITIONS  - 

A.  CONTRIBUTING  TO  CAUSE  OF  DEATH 


B NOT  RELATED  TO  CAUSE  OF  DEATH 


FIGURE  2 
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Age  at  Death 

Years 

Ages  (%) 

<2 

2.5 

2-20 

1.5 

20-40 

5.0 

40-60 

18.0 

60-70 

16.0 

70-85 

36.0 

>85 

Table  3 

21.0 

The  death  certificate  requests  the  immediate 
cause  of  death  on  line  40,  Part  I;  however,  26  (11 
percent)  had  the  mode  of  dying  (cardiac  or 
respiratory  arrest,  shock,  heart  failure)  listed  as 
the  cause  of  death  (Figure  1).  The  requirement  for 
“cause”  and  not  “mode  of  dying”  can  be  confus- 
ing, since  the  ICD  codes  allow  for  such  modes  of 
death  as  shock.  The  rules  for  allowable  causes  of 
death  for  hospital  discharges  differ  from  those 
allowed  on  death  certificates  in  that  the  mode  of 
dying  is  not  allowed  although  the  codes  that 
relate  to  symptoms  and  cause  are  from  the  same 
ICD-9  code  book. 

When  there  are  multiple  causes  of  death,  as  is 
so  often  the  case  for  older  patients,  it  is  often  dif- 
ficult for  the  responsible  physicians  to  indicate 
a single  cause  of  death.  The  Bureau  of  Vital 
Statistics  should  test  a death  certificate  which 
puts  the  underlying  cause  first2  and  which 
allows  for  multiple  causes.  If  successful,  this 
would  determine  if  the  form  should  be  per- 
manently revised. 

It  is  amazing  to  see  how  often  cancer  is  listed 
as  being  due  to  underlying  cardiovascular 
disease  (see  Figure  3)  and/or  diabetes,  and  to  find 


that  metastatic  cancer  can  be  a cause  of  death 
without  any  underlying  site  for  the  cancer. 
Diabetes,  when  recorded  any  place  in  Part  I (see 
Figure  1)  under  the  cause  of  death,  is  coded  as  the 
major  cause  of  death  by  the  Delaware  nosologist 
unless  a cancer  is  also  present,  since  the 
nosologist  is  required  to  code  the  one  chief  cause 
of  death.  If  cancer  is  mentioned  in  Part  I,  it  is 
usually  listed  as  the  cause  of  death,  unless,  for  ex- 
ample, the  patient  commits  suicide,  even  though 
the  suicide  results  from  the  cancer’s  presence. 

Those  items  listed  in  Part  II  (See  Figure  1)  are 
disregarded  by  the  coder  even  if  diabetes  and/or 
cancer  are  recorded.  Part  II,  B,  has  been  used  on- 
ly about  10  percent  of  the  time,  although  it  was 
added  last  year  to  capture  more  secondary 
diagnoses.  The  Kent  County  physicians  have 
used  it  most. 

The  coded  death  certificates  are  sent  to  the  Na- 
tional Center  for  Health  Statistics  for  further 
classification,  where  secondary  causes  of  death 
are  added  if  one  is  suggested  on  the  certificate. 
Considering  the  way  diabetes  is  coded,  it  is  easy 
to  understand  why  Delaware  stood  out  in  last 
year’s  Centers  for  Disease  Control  (CDC)  report 
as  leading  the  nation  with  the  highest  death  rate 
from  diabetes.  In  contrast,  since  most  strokes  are 
coded  via  underlying  causes,  such  as  hyperten- 
sion or  arteriosclerosis,  Delaware  ended  up  with 
one  of  the  lowest  stroke  rates  in  the  country. 

Discussion 

At  the  National  Center  for  Health  Statistics, 
the  extramural  advisors  for  the  death  certificate 
forms  have  usually  come  from  pathology, 
epidemiology  and  even  obstetrics,  but  not  from 
those  with  wide  experience  in  writing  death  cer- 
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tificates.  Even  though  the  death  certificate  is  in- 
adequate from  the  medical  point  of  view, 
Delaware’s  physicians  should  be  able  to  record 
the  cause  of  death  more  accurately. 

The  types  of  errors  noted  are  hard  to  add  up  to 
a specific  error  rate  since  the  errors  are  not  of 
similar  magnitudes.  The  major,  correctable  er- 
rors are  the  lack  of  a time  interval  in  90  percent; 
the  incorrect  designation  of  a mode  rather  than 
a cause  of  death  (11  percent);  the  improper  se- 
quence of  death  (24  percent);  and  the  question 
about  the  underlying  cause. 

Physicians  need  to  record  the  cause  of  a pa- 
tient’s demise  with  precision,  unrelated  to  the 
mode,  such  as  cardiac  arrest.  While  assumptions 
may  be  necessary,  it  is  better  for  the  responsible 
physician  to  make  the  “educated  guess”  than  to 
leave  it  to  a coding  clerk  who  doesn’t  know  the 
patient. 

It  is  necessary  to  remember  that  the  underly- 
ing cause  blank  is  the  last  item  on  the  certificate 
in  Part  I of  line  40.  For  example,  if  the  patient  dies 
from  septicemia  secondary  to  pancytopenia  from 
chemotherapy  and/or  radiotherapy  which  is  given 
to  control  metastatic  disease  from  a primary  car- 
cinoma of  the  colon,  it  is  possible  to  describe  this 
sequence  with  the  current  form,  especially  if  the 
duration  is  indicated  in  the  column  asking  for  the 
approximate  interval  between  its  onset  and  the 
death.  It  is  also  possible  in  the  hypothetical  case 
to  indicate  in  Part  II A of  line  40  that  the  patient 
had  diabetes  complicating  the  course,  and,  in 
Part  II  B,  that  the  patient  had  advanced 
rheumatoid  arthritis,  which,  although  present, 
was  not  responsible  for  death. 

It  becomes  more  difficult  to  clarify  the  cause 
when  a person  dies  of  uremia  due  to  end  stage 
renal  disease  with  long-standing  IDDM,  since 
diabetes  and  hypertension  also  play  a definite 
role  in  the  etiology  of  the  renal  disease.  By  try- 
ing to  indicate  the  intervals  in  the  cascade  of 
events  leading  up  to  a death,  the  physician  has 
done  his  or  her  part. 

A surgeon  who  operates  on  a senile  patient  for 
bowel  obstruction  secondary  to  diverticulitis,  only 
to  lose  the  patient  to  disseminated  intravascular 
clotting  after  a bout  of  phlebitis  and  pulmonary 
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embolism  in  the  face  of  diabetes  and  pyelonephritis 
will  be  challenged  to  indicate  what  caused  what. 
The  use  of  temporal  sequencing  may  help. 

There  are  no  easy  answers  for  many  patients, 
especially  when  an  underlying  diagnosis  may  be 
obscure,  such  as  tuberculosis  peritonitis  in  a pa- 
tient with  chronic  lymphatic  leukemia.  Multiple 
pathologies  are  often  present  in  elderly  patients. 

This  survey  uncovered  so  many  flagrant  errors 
made  in  recording  the  cause  of  death  that  the 
original  idea  of  comparing  certificates  with 
medical  charts  has  been  postponed.  Most  physi- 
cians can  do  better.  They  know  esophageal  cancer 
is  not  due  to  underlying  cardiovascular  disease; 
that  a myocardial  infarction  is  not  caused  by  a 
cancer  (Figures  3 and  4);  nor  is  arteriosclerosis 
caused  by  a myocardial  infarction.  It  is  less  clear 
how  to  classify  a stroke  as  the  cause  of  death 
when  hypertension  with  cerebral  atherosclerosis 
obviously  antedated  it. 

Some  certificates  have  indicated  that  the 
underlying  cause  is  alcoholism,  AIDs,  or  even 
smoking  tobacco.  I suspect  that  many  physicians 
are  hesitant  to  write  in  such  diagnoses,  especially 
if  the  patient  and/or  family  are  anxious  to  avoid 
the  stigma,  since  a death  certificate  is  public  in- 
formation. Some  have  proposed  to  make 
Delaware’s  death  certificates  confidential  and  on- 


ly provide  the  time  and  place  of  death  to  third 
parties,  such  as  insurance  carriers.  This  has  been 
done  in  New  York  City.  It  is  not  clear  whether 
that  would  result  in  more  accurate  diagnosis,  but 
it  might  slightly  improve  the  many  poorly 
reported  causes  of  death  in  Delaware. 

Conclusion 

Delaware  physicians  can  produce  more  com- 
plete and  sophisticated  death  certificates.  Death 
certificates  clarify  which  factors  are  important 
for  both  public  and  private  health  providers.  They 
are  public  education  tools  for  reducing  morbidi- 
ty and  untimely  mortality  in  Delaware.  Physi- 
cians must  tighten  up  their  reports  of  sequenc- 
ing, including  estimates  of  time  intervals.  They 
should  carefully  record  the  most  likely  cause,  not 
mode,  of  death,  and  the  underlying  cause  of  death 
last  in  Part  I of  the  death  certificate.  Lastly,  physi-  j 

cians  should  use  Part  II  A to  indicate  com- 
plicating diseases  and  illness  related  to  the  death 
and  use  Part  II  B for  associated  significant 
diseases  not  related  to  the  death. 
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New  from  Kramer 

"Charcoal  Plus" 

to  stop  gas  in  both  the 
lupper  and  lower  tracts! 


When  your  patients  suffer  from  pain, 
bloating  or  diarrhea  caused  by  excessive  gas  in  the 
gastrointestinal  tract,  you  often  have  a problem 
prescribing  the  proper  medication.  That’s  because 
you  often  don’t  know  whether  the  distress  is  in  the 
upper  or  lower  tract. 

If  the  problem  is  in  the  stomach,  the  cause 
is  usually  swallowed  air.  Simethicone  has  been 
proven  effective  in  relieving  this  distress  because 
Simethicone  breaks  up  gas  bubbles  and  expells 
I them. 

But  if  the  problem  is  in  the  intestines, 
Simethicone  is  usually  not  effective.  In  the  lower 
; tract,  bacterial  degradation  of  undigested  food 
creates  the  gas.  There,  activated  charcoal  (see 
article  on  right)  is  more  effective  in  alleviating  the 
distress. 


CHARCOAL  PLUS  combines  the  best  of 
both.  It  has  an  activated  charcoal  core,  an 
intermediate  enterric  coating  and  an  outer  coating 
with  Simethicone  as  the  active  ingredient."1 

When  CHARCOAL  PLUS  is  taken  by  your 
patient,  the  Simethicone  acts  first  in  the  stomach. 
Then,  after  the  90  minutes  required  to  dissolve  the 
intermediate  coating,  CHARCOAL  PLUS  has 
reached  the  lower  tract  where  the  activated 
charcoal  is  exposed  and  ready  to  work. 

CHARCOAL  PLUS  is  the  one  product  that 
takes  the  guesswork  out  of  prescribing  the  best 
relief  for  intestinal  gas  and  diarrhea.  Simethicone 
alleviates  upper  gastrointestinal  distress.  Activated 
charcoal  is  an  effective  anti-gas  medication  in  the 
lower  tract.  CHARCOAL  PLUS  has  them  both! 


Until  now,  no  product  combined  both 
ingredients  for  relief  in  BOTH  the  upper  and  lower 
intestinal  tracts. 
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CLIP  & MAIL 


Kramer  Laboratories,  Inc. 

8778  S.W.  8th  St. 

Miami,  Florida  33174 

Please  send  me  a FREE  supply  of 
Charcoal  Plus  sample  tablets. 

Physician  Name 

Add  ress 

City State Zip_ 


State  License  No. 
Signature 


CHARCOAL 
PLUS 
HAS  BOTH 

SIMETHICONE  for  relief 
of  intestinal  gas  in  the 
stomach. 

A CTIVA  TED  CHARCOAL 
for  relief  in  the  lower 
intestinal  tract. 


AVAILABLE  AT 
ALL  DRUG  STORES 


•Each  tablet  contains  Simethicone  (80 
mg.)  and  activated  charcal  (400  mg.) 


Kramer  Laboratories,  Inc. 

8778  S.W.  8th  St. 

Miami,  Florida  33174 
Toll  Free:  800-824-4894 


PHILADELPHIA  HEART  INSTITUTE 

Presbyterian  Medical  Center 

I Cardiology 
Update  v 

designed  for  the  physician  and  provides  an  intensive 
survey  of  the  current  status  of  clinical  cardiology.  . . 


Wednesday,  February  6,  1991 

Hypertension:  1990's 

Moderator:  William  J.  Untereker,  M IL 

3:00-3:30  The  diagnosis  and  management  of  mild  hypertension  - 
Garo  S.  Garibian,  M.D. 

3:30-4:00  The  diagnosis  and  management  of  the  hypertensive  patient  with  com- 
plicated renal  and  cardiac  disease  - 
Diane  Jorkasky,  M.D. 

4:00-5:00  Case  presentations  -Hope  B.  Helfeld,  M.D. 

Panel  Discussion  - Willliam  Corin,  M.D.,  Norman  Feinsmith,  M.D., 
Charles  Gottlieb,  M.D.,  Mariell  Jessup,  M.D.,  Howard  Rosner,  D.O., 
William  P.  Santamore,  Ph.D. 

■ Case  Presentations  and  Panel  Discussions 

m CME  Credits* 

■ No  Registration  Fee 

■ Call  for  Reservation  662-8627 

Scheie  Eye  Institute  Auditorium 
Presbyterian  Medical  Center 
39th  and  Market  Streets 
Philadelphia,  Pennsylvania  19104 

Presbyterian  Medical  Center  is  an  affiliate  of  the  University  of  Pennsylvania. 

* Presbyterian  Medical  Center  designates  this  continued  medical  education  activity  for  2 credit  hours 
in  Category  I of  the  Physician’s  Recognition  Award  of  the  American  Medical  Association  and  the  Penn- 
sylvania Medical  Society  Membership  requirement.  Nine  sessions,  18  credits. 


SPECIAL  REPORT 


Accessing  Health  Care  in  Delaware 
for  People  with  Disabilities: 

A Comparison  of  Consumer  and  Physician  Perceptions 


Wayne  Zwick,  M.D.,  M.P.H. 
Rosanne  Griff-Cabelli 
William  J.  McCool  III 


INTRODUCTION 

A high-priority  goal  of  the  Coordinating  Coun- 
cil for  the  Handicapped  Child  of  Delaware 
(CCHCD)  has  been  to  ensure  that  the  health 
needs  of  disabled  young  adults  are  being  met.  The 
decreased  mortality  rate  in  this  population  has 
not  been  associated  with  a similar  decrease  in 
morbidity.  The  disabled  population  is  growing 
rapidly.  According  to  data  from  the  National 
Health  Interview  Survey,  children  with  activity 
limitations  have  doubled  in  number  over  the  past 
two  decades.2,3  These  cases  also  are  less  apt  to  be 
associated  with  bed  disability,  and,  therefore, 
may  have  less  risk  of  institutionalization.  Eighty- 
four  percent  of  children  with  chronic  conditions 
survive  into  adulthood  and  have  the  potential  to 
lead  productive  lives,  despite  their  disabilities. 
Between  1966  and  1976,  the  number  of  activity- 
limited  individuals  increased  37  percent,  while 
the  general  population  increased  only  10  percent. 
The  number  of  those  unable  to  work  or  attend 
school  increased  83  percent. 


Dr.  Zwick  is  Assistant  Director,  St.  Francis  Hospital  Family  Practice  Residency 
Program,  and  Clinical  Assistant  Professor,  Department  of  Family  Practice  and 
Community  Health,  Temple  University  School  of  Medicine. 

Ms.  Griff-Cabelli  is  Administrator,  Coordinating  Council  for  the  Handicapped 
Child  of  Delaware. 

Mr.  McCool  is  Executive  Director,  United  Cerebral  Palsy  of  Delaware,  Inc. 
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The  growth  phase  from  childhood  to  adulthood 
is  a time  of  great  change  for  the  disabled  in- 
dividual, in  medical,  social  and  educational  do- 
mains.7 Orthopedic  deterioration  has  been 
known  to  occur  in  the  handicapped  young  adult, 
as  well  as  the  concomitant  degenerative 
disorders,  such  as  osteoarthritis  and  contrac- 
tures, conditions  which  would  indicate  the  need 
for  continued  health  care.8 

Restricted  social  circles  also  suggest  limited  ac- 
cess to  information  concerning  social  skills,  sex- 
ual relations  and  marriage.9  The  genetic  risk  of 
their  children  having  a similar  disorder  is  an  ad- 
ditional concern.1011  A poll  of  spina  bifida  pa- 
tients revealed  that  61  percent  supported  talking 
to  a professional  about  these  issues.7 

Despite  the  great  needs  of  the  disabled  young 
adult,  there  has  often  been  a lack  of  response  by 
or  a lack  of  access  to  the  health  care  system.12 
The  many  changes  and  unique  demands  during 
this  transitional  phase  of  life  are  often  not  met. 
During  one  survey,  90  percent  of  students  stated 
that  they  had  had  no  rehabilitation  training  in 
the  essential  tasks  of  independent  living  in  the 
home  setting,  nor  in  work  simplification  tech- 
niques.13 Of  the  rural  disabled,  less  than  10  per- 
cent of  the  problems  which  were  enumerated 
were  under  current  professional  treatment.14 
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As  an  important  step  in  meeting  the  needs  of 
the  disabled  adult  population  in  Delaware,  the 
Coordinating  Council  sought  information  about 
the  current  accessibility  problems  and  ex- 
periences of  disabled  consumers  during  health 
care  visits,  as  well  as  physician  concerns  in 
treating  the  disabled  patient. 

METHODOLOGY 

CCHCD  surveyed  disabled  adults  through  two 
different  processes:  an  open  forum  and  a survey. 
The  survey  was  mailed  in  the  “Handi  Network 
News,”  which  is  distributed  to  a wide  range  of 
disabled  adults.  Either  they  or  their  responsible 
caretakers  completed  the  surveys  and  mailed 
them  to  the  council’s  office  or  telephoned  the 
responses  to  a volunteer  at  the  office. 

The  survey  included  questions  concerning  the  ac- 
cessiblity  of  the  physician’s  office,  including  the 
ability  of  a wheelchair  to  pass  through  the  doorway, 
availability  of  an  adjustable-height  examining 
table,  and  adequate  handicapped  parking  spaces. 
Other  areas  were  also  addressed,  such  as  the  office 
stafiT s sensitivity  to  the  needs  of  the  disabled  and 
adequate  patient  education  concerning  treatments. 
There  were  questions  concerning  health  insurance 
and  transportation  to  the  office. 

The  survey  was  developed  by  a subcommittee 
of  the  “Building  Health  Care  Resources  for 
Young  Adults  with  Disabilities”  task  force,  a proj- 
ect of  the  Coordinating  Council.  The  subcommit- 
tee included  members  of  the  disabled  and 
medical  communities  and  professionals  represent- 
ing local  organizations  that  work  with  the 
handicapped  (United  Cerebral  Palsy  and  the 
Arthritis  Foundation). 

The  open  forum  provided  the  opportunity  for 
the  disabled  adult  to  voice  both  concerns  and 
potential  solutions  to  these  issues.  This  meeting 
was  detailed  to  leaders  of  several  of  the  disabled 
community’s  groups,  such  as  the  Mancus  Foun- 
dation, Governor’s  Council  on  Deaf  Equality, 
Delaware  Association  for  the  Blind,  Paralyzed 
Veterans  Association,  and  the  Post-Polio  Syn- 
drome Support  Group.  They,  in  turn,  promoted  at- 
tendance at  the  meeting,  which  was  held 
November  7, 1989,  at  the  Mancus  Foundation  in 
Wilmington.  The  forum  was  also  advertised  in 
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the  local  media  (i.e.,  newspapers  and  radio). 

In  order  to  understand  the  barriers  that  the 
disabled  adult  confronts,  the  Coordinating  Coun- 
cil also  canvassed  physicians  to  learn  of  their 
perceptions  and  experiences  in  dealing  with  this 
population.  A sampling  of  community  physicians 
was  obtained  by  surveying  those  in  attendance 
at  Medical  Society  meetings. 

A survey  was  conducted  during  one  meeting  at 
each  of  the  three  county  Medical  Society 
meetings  during  1989.  Representation  from  all 
three  counties  was  considered  important  in 
reviewing  any  potential  statewide  concerns  for 
barriers  to  health  care.  Physicians  were  polled  as 
to  architectural  aids  which  would  make  the  office 
accessible,  such  as  ramps,  wide  doorways,  low 
fountains,  and  grab  bars  in  the  restrooms.  Also 
listed  were  potential  concerns  which  the  physi- 
cian has  had  or  may  perceive  when  treating 
disabled  patients. 

RESULTS 

In  attempting  to  survey  a disabled  population, 
one  is  confronted  with  many  obstacles,  including 
the  target  population  remaining  unaware  of  the 
survey  or  forum,  problems  with  understanding 
particular  questions  or  concerns,  difficulty  in 
communicating  responses,  reliance  on  others  for 
transportation  and  completing  a questionnaire, 
and  apathy,  among  other  potential  problems.  As 
a result,  the  survey  was  completed  by  only  a 
small  number  of  disabled  individuals.  The  ideas 
and  concerns  raised  at  the  open  forum  provided 
an  alternative  approach  to  the  gathering  of 
strategic  information  about  the  obstacles  to 
health  care  for  the  disabled  adult. 

Survey  results  were  tabulated  for  21 
respondents  from  the  community’s  adult  hand- 
icapped population.  Of  these,  17  considered 
themselves  or  were  considered  by  their 
caretakers  to  be  mobility-impaired.  Four  were 
mentally  impaired.  Two  were  mentally  ill.  One 
was  blind.  Three  were  communication-impaired. 

In  reviewing  the  responses  of  the  consumer,  it 
must  be  kept  in  mind  that  these  were  mostly 
mobility-impaired  individuals  who  had  enough 
interest  to  complete  the  survey  questionnaire 
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about  accessibility  to  health  care,  and  who  in 
many  instances  over  time  searched  and  found  a 
physician  who  could  accommodate  their  needs. 
This  is  suggested  by  the  statistic  that  90  percent 
of  the  respondents  stated  that  they  had  a regular 
physician. 

A number  of  barriers  were  cited  either  in  the 
survey  responses  or  during  the  open  forum. 
Thirty-five  percent  stated  that  the  physician’s  of- 
fice did  not  have  a ramp,  and  in  those  offices  with 
a ramp,  there  was  the  common  complaint  that  the 
ramp  was  difficult  to  use,  as  it  was  often  too  steep. 
In  most  instances,  the  doorway  to  the  physician’s 
office  was  considered  sufficiently  wide  to  allow 
entrance  of  a wheelchair.  However,  in  most 
offices,  there  was  no  grab  bar  in  the  restroom,  no 
adjustable-height  examining  table,  and  no  low 
water  fountain.  In  nearly  half,  there  were  inade- 
quate handicapped  parking  spaces.  Offices 
generally  were  helpful  in  completing  insurance 
forms  (77  percent),  and  also  tended  to  have  an 
elevator  with  a low  control  panel. 

During  the  open  forum,  other  concerns  were 
voiced  about  the  lack  of  office  accessibility  to  the 
handicapped  adult.  At  times,  bathrooms  were  not 
accessible  at  all.  Some  offices  were  poorly  equip- 
ped to  allow  the  handicapped  adult  to  enter,  for- 


cing them  to  use  the  back  door.  Others  noted  that 
the  examination  rooms  were  not  large  enough  to 
accommodate  the  wheelchair  or  other  apparatus 
of  the  handicapped  patient. 

The  act  of  transferring  was  a major  barrier  for 
those  attempting  to  see  a physician.  It  was  a com- 
mon complaint  that  patients  had  no  help  in 
transferring  to  the  examination  table.  When  help 
was  offered  by  the  office  staff  but  the  task  of 
transferring  from  the  motor  vehicle  to  the 
wheelchair/stretcher  to  the  office  examining 
table  could  not  be  accomplished,  patients  were  at 
times  treated  in  the  hospital  setting,  a location 
where  there  are  sufficient  trained  staff  for 
transferring.  This  inability  to  transfer  also 
caused  some  patients  to  be  treated  in  the  car  or 
bus,  to  avoid  the  trauma  of  transferring  into  the 
physician’s  office  and  then  to  the  examination 
table. 

The  disabled  also  mentioned  a number  of  prob- 
lems with  the  local  transportation  system,  the 
Delaware  Association  for  Specialized  Transpor- 
tation (DAST).  However,  as  of  July  2, 1990,  DAST 
instituted  changes  and  improved  services  for  the 
disabled,  indicating  organizational  sensitivity  to 
their  needs. 


Delaware  Heart  Group,  P.A. 

is  pleased  to  announce 

Dr.  James  W.  Blasetto 
& 

Dr.  Christopher  A.  Bowens 


Are  opening  an  additional  office  for  the 
Practice  of  Clinical  Cardiology  at  the  following  location: 

Glasgow  Medical  Center 
2600  Summit  Bridge  Road 
Suite  108 


Newark,  Delaware  19702 

Effective  November  1,  1990 
Office  Hours: 

Monday  thru  Friday 
9:00  AM  - 4:30  PM 
Telephone  (302)  834-3700 


Consultations 
Echocardiography 
Excercise  Stress  Test 
Holter  Monitor 
Stress  RNA 
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The  consumers  were  also  prepared  with  a 
number  of  solutions  to  their  accessibility  prob- 
lems. They  suggested  that  physicians  be  educated 
about  accessibility  standards.  Packets  of  informa- 
tion should  be  made  available  to  the  physician, 
including  a referral  list  of  those  who  build 
medical  offices  with  accessibility  standards  in 
place.  The  state  Architectural  Accessibility 
Board  offers  free  consultation  to  physicians. 

The  participants  were  clear  that  there  should 
be  standards  defined  in  a building  code  in  order 
to  ensure  there  is  accessibility  to  the  handicap- 
ped adult  when  an  accessibility  sign  is  placed  at 
a physician’s  office.  Handicapped  patients  have 
been  disappointed  and  frustrated  with  offices 
advertised  as  accessible  that  are  not. 

Additional  sources  of  accessibility  information 
are  the  patients  themselves.  Physicians  have  not 
tapped  the  wealth  of  practical  information  and 
experience  that  a handicapped  patient  can  con- 
vey concerning  modifications  needed  to  improve 
accessibility. 

The  patient/physician  interaction  was  also  a 
subject  of  considerable  discussion.  Nearly  half 
the  consumer  respondents  stated  that  there  was 
inadequate  time  during  the  doctor’s  visit.  A com- 
mon complaint  was  that  the  physician  does  not 
take  time  to  become  acquainted  with  the  patient, 
often  because  of  a speech  disorder  in  the  disabled 
adult. 

Forty-three  percent  of  the  consumers  also 
stated  that  the  staff  was  not  sensitive  to  the 
special  needs  of  the  disabled  adult.  About  half  of 
the  consumers  stated  that  there  was  insufficient 
education  with  regard  to  either  medication  or  the 
patient’s  disability. 

In  the  physician  survey,  tabulations  indicated 
that  the  disabled  adult  represents  a small 
fraction  of  the  total  patient  population  seen  in  the 
office.  Out  of  27  responses,  12  stated  that  0 to  2 
percent  of  their  patients  were  mobility-impaired, 
and  another  10  out  of  27  responses  stated  that  5 
to  10  percent  of  their  patients  were  mobility- 
impaired. 

Physicians  indicated  that  their  offices  were 
generally  accessible  (85  percent).  In  agreement 
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with  the  consumers,  most  had  wide  doors.  Sixty 
percent  stated  that  they  had  ramps,  and  50  per- 
cent stated  that  there  were  grab  bars  in  the 
restrooms.  A minority  offered  low  desks  or  low 
water  fountains.  Sixty  percent  of  the  physicians 
stated  that  they  were  willing  to  make  their  offices 
more  accessible.  The  top  concern  of  the  physicians 
was  the  length  of  time  for  a visit  by  the  disabled 
adult.  Physicians  also  were  concerned  with  such 
issues  as  medication  compliance,  keeping  ap- 
pointments, ongoing  follow-up,  as  well  as  lack  of 
insurance  and  inability  to  pay. 

DISCUSSION 

As  the  goal  of  the  survey  was  to  determine  the 
physical  accessibility  needs  of  the  handicapped, 
emphasis  on  reaching  the  mobility-impaired  in- 
dividuals created  a unique  case-mix  disability 
population.  Two  other  surveys  have 
demonstrated  other  disability  case-mix  ratios. 
One  study15  found  that  the  leading  cause  of 
disability  among  adolescents  was  mental 
disorders  (32  percent),  followed  by  respiratory 
disorders.  Musculoskeletal  problems  only  ac- 
counted for  15  percent  of  the  disability-related  ill- 
ness, and  neurological  problems  only  6 percent. 
Most  of  the  disabilities  were  not  considered  mild 
concerns;  two-thirds  were  considered  moderate  to 
severe  in  nature.  Sixty  percent  had  moderate 
limitations  which  restricted  school  or  work  ac- 
tivities, and  8 percent  were  severely  limited,  with 
restrictions  of  their  major  activities. 

Another  recent  survey16  found  that  mental 
disabilities  accounted  for  43  percent  of  the  disabled, 
and  physical  disabilities  accounted  for  29  percent 
of  the  population,  with  sensory  disabilities 
reported  at  18  percent  and  emotional  disabilities 
totaling  10  percent.  Clearly,  this  survey  focused 
on  the  subgroup  of  disabled  individuals  who  had 
physical  impairments  which  may  limit  access  to 
care  rather  than  the  entire  disabled  population. 

The  survey  respondents  differed  in  another 
aspect  from  previous  recent  surveys  of  similar 
populations.  In  the  Coordinating  Council’s 
survey,  the  patients  represented  a mix  of  most  of 
the  major  segments  of  society:  parents,  employed 
individuals,  heads  of  households,  married,  and 
retired,  but  with  relatively  few  students  or  those 
individuals  living  alone.  In  contrast,  another 
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u I feel  comfortable  bowing 
there’s  a nursing  staff  here,  ” 


At  Captain's  Deck  and  SouthPark  Terrace,  we 
make  sure  our  residents  have  everything  they  need 
to  live  comfortably.  For  some,  comfort  comes  in 
knowing  there's  24-hour  nursing  assistance  on-site, 
should  the  need  arise.  For  others,  it's  comforting 
not  worrying  about  the  hassles  of  home  mainten- 
ance, or  having  to  cook  your  own  meals. 

We're  retirement  apartment  communities  where 
independent  living  is  encouraged,  with  optional 
assisted  care,  if  needed.  You'll  have  peace  of 


mind  knowing  our  nursing  staff  is  at  your  service 
24  hours  a day. 

Choose  from  several  spacious  apartment  floor 
plans  with  an  array  of  amenities.  For  one  monthly 
rental  fee,  enjoy  a full  range  of  other  services  and 
amenities,  without  having  to  pay  an  entry  fee! 

We  offer  help  when  you  need  it, 
and  independence  when  you  don’t 


Please  send  additional  information. 

I am  interested  in:  (Check  as  many  as  you  like) 

□ independent  retirement  living  □ adult  day  care 

□ assisted  care  living  □ vacation  planning  program 

Name 

Add  ress 

City State Zip 


For  more  information,  please  call  or  use  coupon: 

Lisa  Shields,  Resident  Representative 
Captain's  Deck 
302-798-3500 


Vivian  Shearman,  Executive  Director 

SouthPark  Terrace 

302-655-2909 

Outside  Delaware,  call  toll-free  1 -800-432-6630 


Mail  to:  Health  Management  Services,  Inc. 
7807  Governor  Printz  Blvd. 
Claymont,  DE  1 9703 


Captain's  Deck  and  SouthPark  Terrace  are  operated  and 
managed  by  Health  Management  Services,  Inc.,  serving 
the  needs  of  retirement  communities  for  over  20  years. 


Special  Report  - Zwick 


recent  Delaware  survey16  reported  that  only  14 
percent  of  the  adults  had  ever  been  married. 

Although  85  percent  of  the  physicians  stated 
that  their  offices  were  accessible,  this  was  clear- 
ly not  the  case  from  the  consumers’  viewpoint. 
Most  consumers  do  not  consider  physicians’  offices 
accessible  to  the  handicapped  in  a number  of  im- 
portant architectural  areas.  The  survey  should 
make  us  all  more  sensitive  to  the  needs  of  this 
special  population,  particularly  since  a small 
change  in  the  office  can  mean  the  difference  be- 
tween serving  the  needs  of  this  population  or 
creating  an  effective  barrier  to  the  disabled  adult. 

There  has  been  a diversity  of  comments  in  the 
literature  concerning  the  efficiency  of  transpor- 
tation services  for  the  handicapped  adult  patient. 
In  one  study,16  the  respondents  did  not  mention 
transportation  as  a problem,  but  in  an  alter- 
native study,9  the  availability  of  transportation 
was  rated  as  the  largest  barrier  to  health  care  for 
the  severely  physically  disabled.  Although  the 
survey  did  not  focus  on  transportation  issues,  it 
was  apparent  that  transportation  was  a problem, 
particularly  with  the  current  system  used  by 
many  of  the  handicapped  adults. 

Insufficient  patient  education  with  regard  to 
medication  or  the  patient’s  disability  is  not  a new 
complaint  among  the  disabled.10  There  is  also  a 
lack  of  information  about  the  treatment  plan  for 
disabilities,  as  well  as  community  sources  of  aid. 
It  has  been  pointed  out  that  many  of  the  disabled 
can  retain  their  independence  by  helping  to 
decide  the  plan  of  treatment,  but  this  does  re- 
quire conveying  considerable  information  to  the 
patient. 

Consumers  perceive  other  communication  bar- 
riers and  problems  during  the  physician  visit 
with  the  disabled  adult.  It  has  been  suggested 
that  communication  barriers  may  be  more  severe 
in  adults  with  a congenital  or  pediatric  onset 
disability  than  in  the  adult  onset  disabled  in- 
dividual. It  is  the  former  disabled  individuals 
who  may  not  have  acquired  social  skills  as  they 
physically  matured.11  Consequently,  they  may 
be  less  apt  to  communicate  problems  and  may  be 
less  comfortable  outside  of  their  familiar  home 
environment.  About  half  the  consumers  stated 
that  the  physician  does  not  act  as  if  he  or  she  cares, 
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and  about  an  equal  number  stated  that  the  physi- 
cian does  not  talk  directly  to  the  patient.  Patients 
have  been  frustrated  attempting  to  discuss  their 
disability  with  the  physician  as  it  potentially  can 
take  considerable  time.  Others  have  noted  the 
need  for  health  professionals  to  listen  to  the  views 
of  the  disabled  and  their  caretakers.10  Listening 
to  the  disabled  adult  as  well  as  their  spouses  or 
other  caretakers  is  an  often  under-utilized  tool  for 
information  gathering. 

The  disabled  adult  has  a number  of  concerns 
which  may  not  be  readily  voiced.  It  has  been 
found  that  being  productive  is  important  to  80 
percent  of  the  disabled.16  Consequently,  the 
main  concern  initiating  the  office  visit  may  be 
the  impact  of  the  disability  on  a potential  job  or 
other  activity.10  Further,  many  of  the  disabled 
are  acutely  aware  of  the  care  and  attention  they 
require,  as  well  as  the  subsequent  energy  expend- 
ed and  sacrifice  endured  by  the  family  and 
caretakers.  These  silent  family  adaptations  in- 
clude giving  up  jobs,  decreasing  contact  with 
other  siblings  and  participation  in  activities, 
social  isolation,  and  physical  and  mental  fatigue 
if  there  are  disturbances  at  night.10  Another 
area  of  concern  includes  the  steps  that  should  be 
taken  when  the  caretakers  are  not  available  or 
the  patient  becomes  seriously  ill.  To  understand 
the  disabled  requires  becoming  familiar  with  this 
silent  agenda  of  concerns,  and  this  may  require 
considerable  time  on  the  part  of  the  physician. 

The  patient  may  find  adapting  to  a new  physi- 
cian beyond  their  capabilities.  Consequently  they 
are  reluctant  to  change  from  a familiar  pediatri- 
cian to  a new  primary  care  physician.  In 
Delaware,  75  physicians  were  found  who  care  for 
disabled  adults,  but  among  these  were  five 
pediatricians,17  suggesting  that  some  patients 
have  difficulty  transferring  care  to  a new  primary 
care  physician  when  attaining  adulthood. 

Many  of  the  physician  concerns  may  have  their 
retort  in  the  consumers’  perspectives.  Medication 
noncompliance  may  be  in  part  due  to  poor  patient 
education  or  instructions,  and  poor  follow-up  and 
missed  appointments  may  be  due  to  transporta- 
tion difficulties,  often  beyond  the  control  of  the 
patient.  The  consumer  may  be  equally  or  more 
frustrated  when  follow-up  is  not  possible. 
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The  consumers  have  given  the  physician  a long 
list  of  considerations,  barriers  which  have  not 
allowed  them  to  efficiently  tap  into  the  current 
health  care  system  in  many  instances.  Often, 
their  needs  have  not  been  met.  Some  of  these 
reasons  have  been  outlined  in  the  literature,  in- 
cluding physician  attitudinal  barriers,  limited 
physician  knowledge  of  community  resources  and 
disabling  conditions,  patient  barriers  concerning 
changing  health  care  systems,  and  family  bar- 
riers.418 

Perhaps  the  physician  best  trained  to  meet  the 
many  diverse  demands  of  the  disabled  adult  is 
the  primary  care  physician.  However,  in  accept- 
ing this  individual  patient  to  his  or  her  practice, 
there  are  the  negative  aspects  of  reviewing  enor- 
mous files  of  old  records,  finding  and  managing 
community  resources  (with  which  the  physician 
may  be  unfamiliar)  to  help  the  patient  meet  his 
or  her  many  needs,  and  becoming  comfortable 
with  a disability  which  has  previously  not 
been  a part  of  his  or  her  practice.  Others  have 
discussed  the  need  for  a multidisciplinary  team 
approach18  20  to  develop  a comprehensive  and 
therapeutic  plan  for  the  developmentally  disabled 
patients,  a third  of  which  have  multiple  prob- 
lems.21 This  plan  should  include  an  approach  to 
the  functional,  social,  health,  and  family  con- 
cerns.5 All  of  these  concerns  require  time,  which 
was  the  problem  of  most  concern  to  physicians. 

ACCOMPLISHMENTS:  NARROWING  THE  GAP 

In  reviewing  the  needs  of  our  patient  popula- 
tion, it  is  clear  that  a concise  assessment  tool  will 
provide  a much  needed  bridge  in  providing 
pragmatic  and  important  information  to  the 
primary  care  physician  who  accepts  the  disabled 
young  adult  into  clinical  practice.  As  screening 
instruments  have  been  found  useful  only  if  they 
require  one  or  two  minutes  of  a physician’s  time 
and  can  be  easily  assimilated  into  the  medical 
record,12  such  an  instrument  has  been  developed 
by  a subcommittee  of  the  task  force  for  “Building 
Health  Care  Resources  for  Young  Adults  with 
Disabilities.”  The  categories  of  information  are 
directed  to  the  current  needs  and  community 
services  which  continue  to  be  used.  Highlighted 
is  an  area  for  problems  unique  or  predictable  to 
the  patient  or  his  or  her  chronic  illness.  The 
assessment  form  allows  the  physician  to  become 
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rapidly  familiar  and  comfortable  with  a han- 
dicapped adult  whom  he  or  she  is  treating  for  the 
first  time.  It  is  believed  that  attempts  at  reduc- 
ing the  physician  concerns  will  help  to  reduce  the 
gap  in  the  health  care  system  in  meeting  the 
needs  of  the  disabled  adult. 

One  continuing  concern  is  the  availability  of 
health  insurance  coverage  and  Medicaid  Services. 
It  is  often  difficult  to  find  coverage  for  the  medical 
equipment,  support  services  and  home  health 
services  needed  by  the  individual  with  a long- 
term disability.  The  young  adult  with  disabilities 
represents  an  important  fraction  of  those  who  are 
uninsured.  Twenty-six  percent  of  all  19-  to 
24-year-olds  are  uninsured  in  the  United 
States.15 

Furthermore,  consumers  need  to  be  informed 
concerning  the  questions  to  ask  when  initially 
selecting  health  coverage.  As  a product  from  this 
project,  a booklet  was  developed  entitled  “Ques- 
tions About  Health  Insurance  for  People  with 
Disabilities.”  An  example  of  some  general  ques- 
tions are:  Is  there  a differentiation  in  service  for 
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chronic  and  acute  illness?  If  pre-existing  condi- 
tions are  generally  excluded,  is  a physical  or  men- 
tal handicap  a cause  for  denial  or  increased  rates 
even  if  that  condition  has  not  led  to  increased 
medical  cost  in  the  past?  Is  there  long-term  care 
insurance  and  what  does  it  cover?  The  goal  of  the 
booklet  is  to  increase  the  number  of  informed  con- 
sumers and,  therefore,  increase  options  for  health 
insurance/Medicaid  coverage. 

To  further  allow  community  physicians  to 
become  comfortable  in  treating  the  disabled 
adult,  a series  of  lectures  was  completed  at  the 
three  county  medical  societies,  and  parts  of  these 
lectures  have  been  included  in  this  series.  To  im- 
prove the  social  skills  of  patients  during  the 
physician/patient  interaction,  a lecture  was  given 
at  the  Mancus  Foundation  during  the  open  forum 
to  address  this  issue.  Subspecialty  transitional 
clinics  have  begun  or  are  being  planned  for  pa- 
tients with  spina  bifida,  muscular  dystrophy,  am- 
putations, and  cerebral  palsy.  These  specialty 
clinics  are  designed  to  help  the  primary  care 
physician  manage  the  disabled  patient’s  unique 
health  problems  with  a ready  source  of  special- 
ty care  if  needed. 


CONCLUSION 

The  current  health  care  system  faces  a 
challenge  in  serving  the  needs  of  the  disabled 
adult  patient.  Meeting  the  needs  of  this  growing 
population  of  patients  will  require  a number  of 
changes  in  the  current  approach  to  medical  care 
for  the  disabled  adult.  Some  of  the  changes  place 
the  responsibility  on  the  medical  community, 
such  as  physician  education  in  undergraduate 
and  graduate  training  programs,  and  also  in 
educational  programs  for  the  practicing  physi- 
cian in  the  community.  Other  changes  will  affect 
the  consumers,  particularly  in  education 
concerning  health  insurance  options.  In  some 
aspects  the  system  will  have  to  change,  with  the 
introduction  of  subspecialty  transitional  clinics 
or  transitional  systems  of  health  care,  as  well  as 
communication  tools,  such  as  the  assessment 
forms.  There  will  not  be  one  solution  to  solving 
the  gap  in  care  for  the  disabled  adult.  Coopera- 
tion will  be  required  from  all. 
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Laparoscopic  Cholecystectomy 

Laparoscopic  cholecystectomy  is  a new  and  ex- 
citing endoscopic  surgical  procedure  that  heralds 
a new  era  in  the  field  of  biliary  tract  surgery.  The 
procedure  was  first  performed  by  Philippe 
Mouriat  of  Lyons,  France,  in  1987.  Since  then, 
several  hundred  of  these  procedures  have  been 
performed  on  both  sides  of  the  Atlantic. 

The  gold  standard  for  management  of  symp- 
tomatic gallbladder  disease  has  been  the  open 
cholecystectomy.  It  is  common  knowledge  that 
this  is  a time-tested  and  safe  procedure,  and  any 
alternative  modality  has  to  be  compared  with 
open  cholecystectomy  for  its  safety  and  superiori- 
ty. Nonsurgical  treatment  modalities,  such  as 
oral  drug  dissolution  therapy  and  extracorporal 
shock  wave  lithotripsy,  though  noninvasive,  do 
not  eliminate  the  gallbladder,  and  hence  are 
unsatisfactory. 

Laparoscopic  cholecystectomy  has  many  advan- 
tages over  standard  cholecystectomy  in  that  the 
surgical  trauma  and  ileus  that  normally  occurs 
following  this  procedure  is  abolished.  The 
hospital  stay  is  short,  with  the  patient  being 
discharged  the  following  day,  or  in  some  cases,  the 
same  day.  Patients  are  up  and  about  the  follow- 
ing day  and  back  at  work  within  a week’s  period. 

Modern  laparoscopic  design  and  instrumenta- 
tion, together  with  television  screen  and 
cameras,  provide  excellent  vision  to  allow  precise 
dissection  to  make  this  procedure  both  practical 
and  safe.  Laparoscopic  cholecystectomy,  even 
though  less  invasive,  is  not  free  of  complications. 
Post-operative  hemorrhage,  bile  leakage,  bile 
duct  injury  and  infection  at  the  site  of  puncture 
are  the  most  common  ones.  Patients  with  com- 
mon bile  duct  stones  will  have  to  have  the  pro- 
cedure converted  to  open  cholecystectomy  and 
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common  bile  duct  exploration  or  have  Endoscopic 
Retrograde  Cholangiopancreatography  (ERCP) 
and  post-operative  removal  of  stones. 

Laparoscopic  cholecystectomy  should 
be  performed  by  surgeons  who  have  basic 
general  surgical  training  and  have  taken 
additional  accredited  training  in  laparoscopic 
cholecystectomy. 

Laparoscopic  cholecystectomy  is  here  to  stay.  In 
appropriately  selected  patients  and  when 
performed  by  adequately  trained  surgeons,  this 
procedure  will  bring  many  advantages  to  the 
patient,  including  reduction  in  health  care  cost. 
I see  an  exciting  time  for  endoscopic  intra- 
abdominal surgery  in  the  future  and  it  behooves 
all  general  surgeons  to  be  part  of  it. 

Ananth  P.  Nabha,  M.D. 

Primary  Care  Physicians  in  Delaware  ••  Are  There 
Enough? 

“Five  years,”  they  said.  “Five  years  to  build  a 
practice.”  That’s  what  I heard  in  medical  school. 
Once  you  completed  your  residency  and  set  up 
practice,  it  was  only  five  more  years  until  you 
reached  a consistent  patient  census  and  financial 
stability. 

After  working  for  a staff-model  HMO  for  three 
years,  I began  looking  for  a new  practice  site  in 
the  Delaware  region.  Common  sense  suggested 
that  I speak  to  family  physicians  in  the  communi- 
ty to  learn  of  their  practice  experiences.  I was 
amazed  at  how  quickly  they  had  closed  their  prac- 
tices to  new  patients.  Some  had  closed  their  of- 
fices to  most  new  patients  within  one  year.  With 
such  physician  demand,  I wondered  if  there  was 
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a corresponding  primary  care  physician  (PCP) 
shortage  in  Delaware. 

Having  opened  a practice  in  the  area,  I have 
come  to  experience  the  dramatic  growth  that  is 
possible.  My  HMO  rosters  began  to  increase 
monthly  at  a geometric  rate,  and,  at  one  point  100 
patients  were  added  in  one  month’s  time.  My 
discussion  with  the  HMO  provider  represen- 
tatives was  enlightening.  One  said  that  she  could 
fill  my  practice  from  her  roster  alone  within  a 
year’s  time,  simply  because  there  were  not 
enough  PCPs  available. 

Eventually  I slowed  the  growth  of  my  office 
practice  as  well,  but  I remained  troubled  by  the 
apparent  need  in  Delaware  for  PCPs,  especially 
with  readily  available  hospitals,  residency  pro- 
grams, and  other  tertiary  hospitals  in  nearby 
metropolitan  areas.  Just  how  “short”  of  physi- 
cians are  we?  Have  others  recognized  this 
problem?  What  plans  are  being  made  to  address 
this  situation? 

The  medical  community  has  been  debating 
whether  there  is  a shortage  or  surplus  of  doctors 


now,  and  what  will  happen  in  the  coming  cen- 
tury.16 Much  of  that  controversy  began  with  the 
1981  Graduate  Medical  Education  National  Ad- 
visory Committee  (GMENAC)  Report,  where 
work-force  estimates  were  made  regarding  physi- 
cians and  their  specialties  for  that  decade. 

Many  of  you  will  recall  the  GMENAC  projected 
that,  by  1990,  there  would  be  a surplus  of  70,000 
physicians  practicing  in  the  United  States.5  It 
seemed  incredible  that  we  could  be  experiencing 
that  in  Delaware.  In  fact,  I wondered  how  our 
numbers  would  compare  to  the  national 
statistics.  With  the  Medical  Society  of  Delaware 
roster  sitting  on  my  desk,  a simple  study  came  to 
mind.  Why  not  compare  the  1979-1980  roster 
with  the  one  for  1990-1991,  looking  at  total  physi- 
cians and  PCPs?  I called  the  MSD  and  they  quick- 
ly located  a decade-old  roster  for  me  to  start  my 
comparisons. 

I make  no  apologies  about  the  limitations  of 
this  methodology.  I realize  that  not  every  doctor 
is  a member  of  the  MSD.  Even  now  the  Society 
is  comparing  American  Medical  Association 
( AMA)  lists  to  its  own  to  locate  nonmember  physi- 


Category 

1979-80 

1990-91 

% Change 

Total  physicians 

787 

941 

+ 19.6 

All  pediatricians 

57 

80 

+ 40.3 

All  internists 

166 

221 

+ 33.1 

All  family  physicians 

127 

138 

+ 8.7 

Subspecialties  Internal  Medicine 

73 

101 

+ 38.4 

Subspecialties  Pediatrics 

13 

31 

+ 138.5 

Nonspecialties  Internal  Medicine 

93 

120 

+ 29.0 

Nonspecialties  Pediatrics 

45 

49 

+ 8.9 

Primary  Care  Physicians* 

265 

307 

+ 15.8 

Population 

594,338 

(1980) 

658,031 

(1990) 

+ 10.7 

Physicians/Population 

132/100,000 

143/100,000 

Physicians/Population  Ratios 

1:758 

1:699 

PCP/Population 

45/100,000 

47/100,000 

PCP/Population  Ratios 

1:2,222 

1:2,128 

PCP/Physicians 

34% 

Table  1 

32% 

*The  federal  government  defines  the  primary  care  specialties  as  family  and  general  practice, 
general  internal  medicine,  and  general  pediatrics. 
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ARMY  RESERVE 


MEDICAL  PROFILE  NO.9 


Dr.  Holwick  outside  of  hospital  where  she  practices  as  a civilian  traumatologist. 


Dr.  Holwick  in  operating  room  at  Letterman  Army  Medical  Center. 


JANN  L.  HOLWICK,  M.D. 

General  and  Trauma  Surgeon. 

Captain,  U.S.  Army  Reserve. 

EDUCATION  University  of  Southern  California,  B.S.; 
University  of  California  School  of  Medicine. 

RESIDENCY  Harbor  General  Hospital — U CL  A 
Medical  Center. 

HOSPITAL  AFFILIATIONS  St.  Luke  Hospital; 

Huntington  Memorial  Hospital,  Pasadena,  California; 
Traumatologist,  Arcadia  Methodist  Hospital,  Arcadia, 
California. 

OUTSTANDING  ACHIEVEMENTS  Borden 
Freshman  Prize;  Alpha  Lambda  Delta;  Phi  Beta  Kappa; 
Phi  Kappa  Phi;  Bovard  Award;  ALD  Award;  American 
Institute  of  Chemists  Medal  Award;  Summa  Cum  Laude 
University  of  California;  Alpha  Omega  Alpha. 


HWhen  you  enter  private  practice,  the 
only  cases  seen  are  usually  those  limited  to  your 
specialty.  Serving  as  a physician  in  the  Army 
Reserve  offers  me  a departure  from  my  daily 
routine.  I can  be  involved  in  virtually  anything 
I choose.  If  a certain  case  interests  me,  I can  ash 
to  be  part  of  the  surgical  team.  If  I wish  to  spenc 
time  teaching  students,  I have  that  option,  too. 

“As  a Reserve  physician,  I’ve  had  the 
opportunity  to  interact  with  different  people, 
from  various  backgrounds,  with  assorted  medica 
and  social  viewpoints.  As  a result,  I’ve  grown  as 
a physician  and  as  a person. 

“I  spent  six  months  looking  into  the  Army 
Reserve  program  before  I joined,  wanting  to 
make  sure  that  my  skill  and  time  would  be  put 
to  good  use.  I’ve  been  a Reservist  three  years 
now,  and  I still  find  it  extremely  rewarding.  I 
have  the  satisfaction  of  knowing  that  I’m  serving 
my  country.## 

Find  out  more  about  the  medical 
opportunities  in  the  Army  Reserve.  Call  toll  free 
1'800'USA'ARMY. 


ARMY  RESERVE  MEDICINE. 
BEALLYOUCANBE. 


...there  may  be  bronchitis 


“Recent  research 
has  delineated 
early,  more  subtle 
changes  in  lung  and 
Immune  functions.  These 
alterations  directly 
predispose  smokers  to 
respiratory  tract  infection.” 

Am  Fam  Phys  1987;36:133-140 


Established  therapy 
for  today’s  patients 

For  respiratory  tract  infections  due  to 
susceptible  strains  of  indicated  organisms 


Brief  Summary. 

Consult  the  package  literature  for  preserving  Information. 
Indication:  Lower  respiratory  infections.  Including 
pneumonia,  caused  by  Streptococcus  pneumoniae, 
Haemo0ius  influenzae,  and  Streptococcus  pyogenes 
(group  A p-hemolytic  streptococci). 

Contraindication:  Known  allergy  to  cephalosporins. 
Warnings:  CECLOR  SHOULD  BE  ADMINISTERED 
CAUTIOUSLY  TO  PENICILLIN-SENSITIVE  PATIENTS. 
PENICILLINS  AND  CEPHALOSPORINS  SHOW  PARTIAL 
CROSS-ALLERGENICITY.  POSSIBLE  REACTIONS 
INCLUDE  ANAPHYLAXIS. 

Administer  cautiously  to  allergic  patients. 
Pseudomembranous  colitis  has  been  reported  with 
virtually  all  broad-spectrum  antibiotics.  It  must  be  con- 
sidered In  differential  diagnosis  of  antibiotic-associated 
diarrhea.  Colon  flora  is  altered  by  broad-spectrum 
antibiotic  treatment,  possibly  resulting  in  antibiotic- 
associated  colitis. 

Precautions: 

• Discontinue  Ceclor  In  the  event  of  allergic  reactions  to  it. 

• Prolonged  use  may  result  in  overgrowth  of  non- 
susceptible  organisms. 

• Positive  direct  Coombs'  tests  have  been  reported 
during  treatment  with  cephalosporins. 

• Ceclor  should  be  administered  with  caution  in  the 
presence  of  markedly  impaired  renal  function.  Although 
dosage  adjustments  in  moderate  to  severe  renal 
impairment  are  usually  not  required,  careful  clinical 
observation  and  laboratory  studies  should  be  made. 

• Broad-spectrum  antibiotics  should  be  prescribed  with 
caution  in  individuals  with  a history  of  gastrointestinal 
disease,  particularly  colitis. 

• Safety  and  effectiveness  have  not  been  determined  in 
pregnancy,  lactation,  and  infants  less  than  one  month 
old.  Ceclor  penetrates  mother's  milk.  Exercise  caution 
in  prescribing  for  these  patients. 


Adverse  Reactions:  (percentage  of  patients) 
Therapy-related  adverse  reactions  are  uncommon. 
Those  reported  include: 

• Hypersensitivity  reactions  have  been  reported  In  about 
1.5%  of  patients  and  include  morbilliform  eruptions 
(1  in  100).  Pruritus,  urticaria,  and  positive  Coombs’ 
tests  each  occur  in  less  than  1 1n  200  patients.  Cases 
of  serum-slckness-like  reactions  have  been  reported 
with  the  use  of  Ceclor.  These  are  characterized  by 
findings  of  erythema  multiforme,  rashes,  and  other  skin 
manifestations  accompanied  by  arthritis/arthralgia,  with 
or  without  fever,  and  differ  from  classic  serum  sickness 
in  that  there  is  infrequently  associated  lymphadenopathy 
and  proteinuria,  no  circulating  Immune  complexes,  and 
no  evidence  to  date  of  sequelae  of  the  reaction.  While 
further  investigation  is  ongoing,  serum-sickness-like 
reactions  appear  to  be  due  to  hypersensitivity  and  more 
often  occur  during  or  following  a second  (or  subsequent) 
course  of  therapy  with  Ceclor.  Such  reactions  have  been 
reported  more  frequently  in  children  than  in  adults  with 
an  overall  occurrence  ranging  from  1 in  200  (0.5%)  in 
one  focused  trial  to  2 in  8,346  (0.024%)  in  overall 
clinical  trials  (with  an  incidence  in  children  in  clinical 
trials  of  0.055%)  to  1 in  38,000  (0.003%)  in  spon- 
taneous event  reports.  Signs  and  symptoms  usually 
occur  a few  days  after  Initiation  of  therapy  and  subside 
within  a few  days  after  cessation  of  therapy;  occasion- 
ally these  reactions  have  resulted  in  hospitalization, 
usually  of  short  duration  (median  hospitalization  = two 
to  three  days,  based  on  postmarketing  surveillance 
studies).  In  those  requiring  hospitalization,  the  symp- 
toms have  ranged  from  mild  to  severe  at  the  time  of 
admission  with  more  of  the  severe  reactions  occurring 
in  children.  Antihistamines  and  glucocorticoids  appear 
to  enhance  resolution  of  the  signs  and  symptoms.  No 
serious  sequelae  have  been  reported. 

• Stevens-Johnson  syndrome,  toxic  epidermal  necrolysis, 


and  anaphylaxis  have  been  reported  rarely.  Anaphylaxis 
may  be  more  common  In  patients  with  a history  of 
penicillin  allergy. 

• Gastrointestinal  (mostly  diarrhea):  2.5% 

• Symptoms  of  pseudomembranous  colitis  may  appear 
either  during  or  after  antibiotic  treatment. 

• As  with  some  penicillins  and  some  other  cephalo- 
sporins, transient  hepatitis  and  cholestatic  jaundice 
have  been  reported  rarely. 

• Rarely,  reversible  hyperactivity,  nervousness,  insomnia, 
confusion,  hypertonia,  dizziness,  and  somnolence  have 
been  reported. 

• Other:  eoslnophilia,  2%;  genital  pruritus  or  vaginitis, 
less  than  1%  and,  rarely,  thrombocytopenia  and  reversible 
interstitial  nephritis. 

Abnormalities  in  laboratory  results  of  uncertain  etiology. 

• Slight  elevations  in  hepatic  enzymes. 

• Transient  lymphocytosis,  leukopenia,  and,  rarely, 
hemolytic  anemia  and  reversible  neutropenia. 

• Rare  reports  of  Increased  prothrombin  time  with  or 
without  clinical  bleeding  in  patients  receiving  Ceclor 
and  Coumadin  concomitantly. 

• Abnormal  urinalysis;  elevations  in  BUN  or  serum 
creatinine. 

• Positive  direct  Coombs'  test. 

• False-positive  tests  for  urinary  glucose  with  Benedict's 
or  Fehling  s solution  and  Clinitest*  tablets  but  not  with 
Tes-Tape*  (glucose  enzymatic  test  strip,  Lilly). 
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Additional  information  available  to  the  profession 
on  request  from  Eli  Lilly  and  Company,  Indianapolis, 
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cians.  Also,  osteopathic  physicians  are  probably 
better  represented  by  a count  of  their  own  state 
organization.  Any  discussion  on  PCPs  should  in- 
clude the  contribution  of  this  group  of  clinicians. 
Sixty-one  percent  of  osteopathic  physicians  are  in 
primary  care.1  Nationally,  they  represent  9 per- 
cent of  the  nation’s  primary  care  specialists.1 
Lastly,  regional  distributions  of  PCPs  throughout 
the  state  would  not  be  addressed. 

Several  health  care  work  force  shortage  areas 
have  been  designated  by  the  federal  government. 
They  would  be  equivalent  to  a distribution  of 
roughly  less  than  25  PCPs  per  100,000  popula- 
tion. But  for  this  study,  let’s  assume  that  most 
physicians  participate  in  the  MSD  and  that  any 
deficiency  of  osteopaths  will  not  dramatically 
change  our  results.  Finally,  let’s  compare  our 
data  to  national  trends  over  the  same  time 
period. 

I counted  the  number  of  physicians  in  each 
category:  total  physicians,  pediatrics,  internal 
medicine,  and  family  medicine.  I then  subtracted 
any  surgical  specialties  and  subspecialists  within 
each  group.  Lastly,  I obtained  the  Delaware  cen- 
sus count  from  the  Health  Resource  Management 
Council  and  developed  the  rates  and  ratios  noted 
in  Table  I. 

Let’s  examine  some  of  the  changes  over  the  past 
decade  in  the  physician  census  of  Delaware. 

1 . Physician  growth  was  twice  population  growth. 
The  population  of  Delaware  grew  by  10  per- 
cent, while  the  physician  count  increased 
roughly  20  percent.  Interestingly,  the 
GMENAC  study  predicted  about  10  percent 
population  growth,  but  43  percent  physician 
growth.5 

2.  Subspecialization  in  internal  medicine  and 

pediatrics  has  increased,  paralleling  national 
trends.  The  number  of  Delaware  internists 
choosing  to  be  subspecialists  increased  by 
38.4  percent,  and  their  pediatric  counterparts 
increased  at  an  even  greater  rate  (138.5  per- 

cent). Studies  looking  at  AMA  survey  data 
show  similar  trends.  Internists  and  pediatri- 

cians choosing  to  subspecialize  increased 
from  35.6  percent  to  40.4  percent,  and  8.6  per- 


cent to  11.6  percent,  respectively,  over  the 
time  period  of  1981  to  1986. 1 

3 . Primary  care  specialties  remained  roughly  one- 
third  of  the  total  physician  population.  The 
percentage  of  PCPs  to  total  physicians  stayed 
around  30  percent.  Further  investigation 
would  be  required  to  determine  if  there  is  tru- 
ly a downward  trend  (34  percent  to  32  per- 
cent). Again,  looking  at  AMA  survey  data,  we 
find  a drop  of  almost  15  percent  from  1963  to 
1986  in  the  percent  of  total  physicians  in 
primary  care  specialties.  Concurrently,  all 
non-PCPs  increased  by  159.7  percent.1 

4.  The  number  of  PCPs  per  100,000  population 
appears  to  have  changed  little.  With  the 
number  of  physicians  hovering  in  the  mid-40s 
per  100,000  population  it  would  appear  that 
the  number  of  PCPs  has  kept  pace  with  the 
population.  However,  the  GMENAC  Report 
has  the  “ideal”  ratio  placed  at  78/100,000. 
Delaware’s  complement  of  PCPs  appears  to  be 
half  that  recommended.5  More  recent  work- 
force studies  suggest  that  “physician-to- 
population  ratio  for  all  competitive  medical 
plans  in  the  year  2000  will  be  about  one 
physician  for  every  600  enrollees,”2 3  which 
translates  out  to  167/100,000. 

Our  study  has  some  drawbacks,  but  national 
trends  do  seem  to  be  evident  here  in  Delaware. 
Other  recent  trends  need  to  be  considered  which 
the  GMENAC  failed  to  address  and  could  make 
our  ratios  of  PCP/population  even  lower,  if  physi- 
cian demand  is  also  considered: 


1 . Estimates  have  suggested  that  female  physi- 
cians work  8 to  10  percent  fewer  hours  than 
their  male  counterparts.5  Thus,  the 
feminization  of  medicine  decreases  overall 
productivity. 

2.  Technological  advances,  such  as  transplanta- 
tions and  interventional  cardiology,  have 
caused  a greater  demand  on  physician  time, 
requiring  both  specialty  training  and  “hi- 
touch”  awareness  of  PCPs  to  their  patients’ 
needs.4 
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3.  The  bureaucratization  of  medicine  is  compel- 
ling more  and  more  physicians  to  seek  ad- 
ministrative roles,  further  decreasing  their 
patient  care  productivity.  No  HMOs  were 
present  in  Delaware  in  1980. 

4.  Certain  population  groups  will  put  increas- 
ing demands  on  our  time.  The  elderly  require 
the  most  medical  services  now,  and  the 
growth  of  this  population  will  continue  to 
create  work-force  needs.  Furthermore,  the 
GMENAC  could  not  have  recognized  the  ef- 
fect the  AIDS  epidemic  has  had  on  physician 
demand. 

I believe  this  review,  though  simplistic,  suggests 
that  there  is  a PCP  shortage  in  Delaware  that 
parallels  other  national  statistics,  including  a 
shrinking  supply  of  PCPs  and  an  increasing 
number  of  subspecialists.  Further  local  studies  need 
to  review  regional  distributions,  calculate  physician 
productivity  and  determine  demand  for  physician 
services.  Though  statewide  measures  should  have 


an  effect  on  this  problem,  ultimate  resolution  will 
require  reversal  of  national  trends.  Future  editorials 
will  explore  further  aspects  of  this  problem. 

I would  like  to  thank  the  Health  Resource 
Management  Council,  the  Medical  Society  of 
Delaware,  and  Ms.  Marga  Hirsch,  Librarian,  St. 
Francis  Hospital,  for  their  help  in  preparation  of  this 
manuscript. 

Kim  L.  Carpenter,  M.D. 
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36  Single  Family  Semi-Custom  Homes 
on  Wooded  Lots  from  $308,950 


Close  to  everything, 
but  nothing  comes  close. 


Follow  Limestone  Road  to  Linden  Hill  Road  to  Upper  Pike  Creek  Road, 
turn  right  on  Old  Coach  Road  to  Creek  Landing. 

Sales  Office  Open  Saturday  & Sunday  1 2 to  5 or  by  Appointment. 
Call  (302)  738-5693. 


Please  send  me  more  information  on  the  Mid-Atlantic  Stone  Center. 
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Phone 


We  haven't  broken 
the  largest  stone 
in  the  world. 


Then  again,  we've  never  been  asked  to. 

What  we  havedone  is  successfully  complete  over  6,000  lithotripsy 
treatments  - an  unparalleled  accomplishment  among  centers  in  the 
Mid-Atlantic  region. 

We  provide  over  100  participating  physicians  with  state-of-the-art 
technology  and  the  expertise  of  an  on-site  medical  director  for 
training  and  assistance. 

Patients  receive  the  finest  lithotripsy  treatment  available  in  a caring 
and  comfortable  atmosphere.  Most  importantly,  both  physicians  and 
patients  benefit  from  our  commitment  to  excellence.To  find  out  more 
about  the  Mid-Atlantic  Stone  Center,  fill  in  the  coupon  below 
or  call  1-800-53-LITHO. 
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JAMES  T.  METZGER,  M.D. 


Dr.  James  T.  Metzger,  69,  died  Thursday, 
September  27,  1990,  after  a brief  illness  at  his 
home  on  Orr’s  Island,  Maine.  Dr.  Metzger,  a 
plastic  surgeon,  practiced  in  Wilmington  for  30 
years  before  retiring  to  Maine. 

Jim  Metzger  was  born  in  Pittsburgh,  Pa.,  the 
son  of  Dr.  Irvin  D.  and  Dorothy  Thompson  Metz- 
ger. After  graduating  from  the  University  of  Pitt- 
sburgh, he  entered  the  Duke  University  School 
of  Medicine,  from  which  he  graduated  in  1945.  He 
interned  at  Duke  for  a year  and  then  served  as 
a naval  surgeon  until  1948.  Following  his 
military  service,  he  spent  another  year  in  a 
surgical  residency  at  Duke. 

From  1949  to  1952,  Jim  held  a plastic  surgical 
residency  at  Blodgett  Memorial  Hospital  in 
Grand  Rapids,  Michigan.  Following  this  training 
he  returned  to  Duke  University  Hospital  and 
Medical  School,  where  he  joined  the  plastic 
surgical  staff  and  assumed  the  rank  of  Associate 
Professor  of  Surgery  in  the  medical  school.  This 
appointment  lasted  one  year,  when  he  decided  to 
come  to  Wilmington  to  practice,  thus  becoming 
this  area’s  first  plastic  surgeon. 

During  the  30  years  that  he  practiced  in  Wilm- 
ington, Jim  authored  and  co-authored  numerous 
articles  published  in  various  medical  journals. 
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He  won  an  American  Medical  Association  award 
for  developing  a teaching  movie  on  hand  surgery. 

Dr.  Metzger  was  the  pioneer  plastic  surgeon  in 
Wilmington  and  was  responsible  for  the  creation 
of  an  approved  plastic  surgical  residency  at  the 
Wilmington  Medical  Center.  Through  his  efforts, 
the  plastic  surgery  field  in  Wilmington  grew.  In 
the  early  to  mid-1950s,  local  general  surgeons 
were  doing  what  plastic  surgery  they  could  to 
meet  the  community’s  needs.  Today,  there  are 
seven  plastic  surgeons  in  Wilmington. 

It  wasn’t  easy  for  Jim  to  start  up  in  this  special- 
ty. The  struggle  to  make  a living  was  so  tough 
that,  for  a time,  he  received  privileges  in  general 
surgery  to  augment  his  income  until  his  practice 
could  support  him,  his  wife  and  two  daughters. 

Jim  exhibited  multiple  artistic  talents.  He  was 
skilled  enough  as  a clarinetist  to  have  played  for 
two  years  with  the  Grand  Rapids  Symphony.  He 
also,  after  coming  to  Wilmington,  was  a member 
of  the  Board  of  Directors  of  the  Wilmington  Sym- 
phony Orchestra  and  was  a member  of  the 
American  Federation  of  Musicians. 

Dr.  Metzger’s  most  musical  fun  during  his  time 
in  Wilmington  came  from  the  formation  of  a 
musical  combo  consisting  of  Dr.  “Bill”  Bailey,  an 
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orthopedist,  on  trumpet;  Dick  Durham,  a car- 
diologist, at  the  piano;  Lou  Knowles,  owner  of  a 
local  music  store,  on  bass;  and  Jim,  on  clarinet. 
For  many  years  this  group  entertained 
themselves  and  provided  excellent  music  to 
others  at  various  affairs. 

A water  colorist  of  considerable  talent,  Jim  was 
a member  of  the  Maine  Art  Gallery  in  Wiscasset 
and  was  a member  in  the  Philadelphia  Water 
Color  Club.  He  left  several  of  his  works  in  Wil- 
mington, notably  at  the  Medical  Center  and 
Academy  of  Medicine.  Others  are  in  the  posses- 
sion of  his  colleagues  and  friends  in  Wilmington. 
I am  sure  that  his  artistic  training  complemented 
his  skills  as  a plastic  surgeon. 

Dr.  Metzger  was  active  in  a number  of  profes- 
sional organizations,  such  as  the  American 
Association  of  Plastic  Surgeons,  the  American 
Society  of  Plastic  and  Reconstructive  Surgeons, 
the  American  Foundation  of  Plastic  Surgeons, 
the  American  Association  for  Hand  Surgery,  and 
the  American  College  of  Legal  Medicine.  These 
were  in  addition  to  his  membership  in  the 
American  Medical  Association,  the  Medical 

FOR  RENT 

2323  Pennsylvania  Avenue 
Wilmington,  DE  19806 

| Centrally  located 

88  parking  spaces 

100%  owner-occupied 
Handicap  access  (elevator) 
Utilities  included 
Approximately  1,000  sq  ft.  - 
negotiable 

Immediate  occupancy 
Available  for  inspection 

Call 

655-4510 


Society  of  Delaware  and  the  Delaware  Academy 
of  Medicine.  He  was  not  only  the  founder  of  the 
plastic  surgery  program  at  the  Medical  Center  of 
Delaware  (formerly  the  Wilmington  Medical 
Center),  but  was  also  chief  of  that  section  and  a 
Senior  Attending  in  the  Department  of  Surgery. 
In  the  community,  he  was  an  active  member  of 
Wilmington  Rotary  Club  and  in  the  Brunswick 
(Maine)  Rotary  Club. 

Jim’s  career  in  Wilmington  was  troubled  for 
several  years  by  an  illness.  With  the  help  of 
friends  and  colleagues,  he  eventually  sur- 
mounted his  difficulties  and  was  restored  to 
health  and  active  practice  once  more.  He  retired 
from  practice  in  1983  and  left  for  Maine;  however, 
he  maintained  his  relationship  with  the  Wilm- 
ington Medical  Center  by  holding  a retired  and 
honorary  staff  appointment  up  to  1990. 

Dr.  Metzger  is  survived  by  his  wife,  Wilma 
“Billie”  Vannette  Metzger,  of  Orr’s  Island,  and 
two  daughters,  Dianne  Blane  of  Washington, 
D.C.,  and  Dorothy  Habel,  of  Knoxville,  Tbnnessee. 
Memorial  contributions  may  be  made  to  the  Orr’s 
and  Bailey  Island  Rescue  or  the  Orr’s  and  Bailey 
Island  Fire  Department,  PO.  Box  177,  Orr’s 
Island,  Maine  04066. 

Jim  Metzger  was  part  of  a post-World  War  II  in- 
flux of  physicians  trained  in  specialties  never 
before  present  in  the  Wilmington  medical  com- 
munity. He  and  these  other  excellently  trained 
physicians  both  enriched  the  field  of  medical 
practice  and  benefitted  the  community.  Today  we 
take  the  availability  of  local  plastic  surgeons  for 
granted.  In  1953,  Jim  Metzger  was  the  first,  and 
we  owe  him  a debt  of  gratitude  for  sticking  to  his 
objective  of  making  plastic  surgery  a legitimate 
field  in  Delaware.  He  maintained  this  commit- 
ment to  plastic  surgery  primarily  by  doing  it  bet- 
ter than  had  ever  been  done  here  before.  His 
musical  and  artistic  talents  served  to  embellish 
his  personality  and  surgical  skills,  making  him, 
on  balance,  a stellar  member  of  the  medical  pro- 
fession who  came  and  stayed  and,  in  the  process, 
made  a significant  contribution  to  Delaware. 

Norman  L.  Cannon,  M.D. 
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E PROGRAM  WORKS  ■ COVERAGE  HAS  BEEN  AVAILABLE  ■ RATES  ARE  STARTING  TO  COME  DOWN  -a 


In  the  eight  years  PHICO  has  protected  Delaware 
doctors  against  malpractice, 
a pretty  clear  picture  has  developed.,, 


The  prffgram  works, 


Coverage  has  been  available 


Since  1982,  Delaware  doctors  have  had  a continuous  source  of  coverage  from  PHICO 
with  no  interruptions,  drastic  program  changes  or  major  problems,  Fortunately,  the 

malpractice  climate  for  Delaware  doctors  has  improved  lately,  Last  ^ear  ^ICO  lowered rates  7.4 

percent,  and  this  year  we’re  reducing  them  another  9.7  percent,  Loss  experience  has  improved  enough 
to  warrant  a significant  dividend  return  in  1991.  Since  PHICO  is  the  endorsed 

carrier  for  Medical  Society  members,  you've  had  access  to  fast,  personal  service  with  (we  hope)  a mini- 
mum of  headaches.  Just  a month or  so  a§°<  because  the  Medical  Society  rightly  pointed  to 

safer  new  clinicial  practices  and  procedures,  PHICO  moved  anesthesiologists  from  Class  5 to  Class  4 - thus  reduc- 


ing their  premiums. 


We  listened  to  a good  argument,  we  were  convinced,  and  we  did  something, 


Wouldn’t  it  be  great  if  all  the  other  service  providers  you  deal  with  were  as  responsive? 

It’s  clear  the  insurance  climate  for  doctors  in  Delaware  isn’t  broken, 


With  all  this,  why  change  carriers? 


So  why  change?  Sure  it’s  tempting  to  see  a cut-rate  premium  and  go  for  the  short-term  gain.  But  what 
about  next  year,  and  the  year  after  that?  Stay  with  what’s  reliable.  For  more  information,  contact  your  insurance 


agent 
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or  our  Sonya  Ziegler  at  1-800-382-1378,  extension  3431. 


> INSURANC 


INSURANCE  COMPANY 


Endorsed  Insurer  of  the  Delaware  Medical  Society 
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Service  has  been  good  e We've  listened  to  you  b With  all  this,  why  change  carriers  e The  Program  Works 


greater  sensitivity  for 
Breast  Imaging... 


at  today’s 

Wilmington  Hospital. 


With  our  newly  enlarged 
and  renovated  facility... with 
the  utmost  in  new  low-dosage 
screening  and  diagnostic  imaging 
equipment... with  17  board  certi- 
fied radiologists... with  a profes- 
sional Medical  Center  of  Delaware 
staff  thoroughly  trained  and  ex- 
perienced in  mammography, 
Wilmington  Hospital’s  mammog- 
raphy service  has  assembled  all 
the  elements  to  assure  your  pa- 
tients the  finest,  most  sensitive 


professional  care  available. 

Our  downtown  Wilmington 
location,  with  free  valet  parking, 
provides  convenient,  easy  access 
as  well. 

After  they  arrive,  your  pa- 
tients will  appreciate  the  privacy 
and  comfort  of  this  separate  area 
of  our  Radiology  Department. 
Experienced  professionals  pro- 
vide prompt  and  courteous  at- 
tention. Our  intent  is  to  offer  the 
safest,  most  accurate  mammograms 


possible  in  a professional  and  car- 
ing environment — just  what  you 
expect  for  your  patients. 

Call  428-2251  to  schedule 
mammograms,  or  come  see  first- 
hand why  you  should  refer  your 
patients  to  today’s  Wilmington 
Hospital.  The  Medical  Center 
of  Delaware  welcomes  your  refer- 
rals for  this  important  means  of 
early  breast  cancer  detection,  and 
looks  forward  to  a strong  work- 
ing partnership. 


Wilmington  Hospital 

MEDICAL  CENTER  OF  DELAWARE 


W-026.  6/88 


IN  BRIEF 


EAST  INDIAN  FOLK 
MEDICINES  FOUND  TO 
CONTAIN  HIGH  LEVELS 
OF  LEAD,  ARSENIC 


Physicians  should  be  aware  that  patients  who  have  toxic  levels  of  lead  but 
no  apparent  history  of  exposure  may  be  using  folk  medicines,  according  to 
a report  in  the  Journal  of  the  American  Medical  Association.  In  a letter  to 
the  editor,  M.  D.  McElvaine,  D.V.M.,  M.P.H.,  of  the  Centers  for  Disease  Con- 
trol, Atlanta,  Georgia,  and  colleagues,  report  the  case  of  a 41-year-old  white 
Seattle  woman  suffering  from  lead  poisoning.  She  had  no  history  of  occupa- 
tional lead  exposure,  nor  was  her  cookware  leaching  lead.  She  was,  however, 
taking  East  Indian  herbal  preparations  given  her  by  an  Indian  practitioner 
with  a degree  not  recognized  in  the  United  States.  The  pills  were  found  to 
contain  6 percent  lead,  70  percent  mercury  and  high  levels  of  arsenic,  gold, 
and  cadmium.  The  woman’s  condition  improved  dramatically  after  discon- 
tinuing the  pills.  The  authors  also  analyzed  similar  pills  obtained  in  three 
Indian  cities;  all  were  found  to  contain  high  levels  of  heavy  metals  and  tox- 
ic substances. 


JOHNS  HOPKINS  CME  PROGRAMS 

Contemporary  Issues  in  Friday,  February  8,  1991.  7 1/2  AMA  Category  1 credit  hours.  Fee  is  $195; 
Macular  Disease.  $100  for  those  in  training.  Contact:  Patty  Campbell. 


Phototherapy  and 
Photochemotherapy:  An 
Update  for  the  '90s. 


March  22-23,  1991.  11  AMA  Category  1 credit  hours,  10  AAD  Category  1 
credit  hours.  Fee  is  $250  for  Physicians,  $200  for  Nurses  and  Technicians, 
and  $150  for  Residents  and  Fellows.  Contact:  Sally  George. 


Topics  in  Ambulatory 
Medicine  V. 


April  10-12,  1991.  16  AMA  Category  1 credit  hours.  Fee  to  be  announced. 
Contact:  Francette  Boling. 


Pediatric  Allergy  and  May  16-17, 1991.  AMA  Category  1 credit  will  be  awarded;  other  appropriate 
Immunology  for  the  credits  are  pending.  Fee  is  $195.  Contact  Juliet  M.  Nutt. 

Practitioner. 


For  more  information  about  any  of  these  programs,  contact  the  listed  individual  by  writing  The  Johns 
Hopkins  Medical  Institutions,  Office  of  Continuing  Education,  Turner  Building,  720  Rutland  Avenue, 
Baltimore,  Maryland  21205,  or  call  301-955-2959. 


NEW  EDUCATIONAL 
VIDEOTAPE:  "CHRONIC 
ILLNESS:  THE  CON- 
STANT COMPANION" 


Menninger  Video  Productions  is  offering  a 32-minute  videotape  and  discus- 
sion guide  for  physicians,  nurses,  patients  and  their  families,  or  anyone  who 
has  contact  with  one  of  the  21  million  people  in  the  United  States  who  suf- 
fer from  chronic  illness.  The  videotape  can  be  purchased  for  $69.95  from  Men- 
ninger Video  Productions.  For  more  information,  call  800-345-6036.  Tb  order, 
write  Menninger  Video  Productions,  Box  829,  Topeka,  KS  66601-0829. 
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Kirkwood-Milltown  Imaging  presents  ACCESS  MRI. 

This  revolutionary  open  air  design  allows  us  to  perform  MRI  scans  on  patients  who 
are  claustrophobic,  as  well  as  trauma  victims,  acute  care  patients  requiring  life  support 
systems,  and  children.  All  in  a more  relaxed,  non-threatening  environment. 

You  re  invited  to  tour  our  facility  and  see  ACCESS  MRI  for  yourself.  Please  call  us 
for  an  appointment  or  more  information. 

lj||ll  Kirkwood-Milltown  Imaging 

5509  Kirkwood  Highway  - Wilmington,  DE  19808  - 302/995-6850 


Technology  Without  Fear. 


Medicare,  Medicaid,  HMO.  All  insurance  accepted.  We  will  bill  insurance  companies  directly. 


Managed  by  Imaging  Management  Associates 


INDEX  TO  ADVERTISERS 


The  Acacia  Group 1416 

Air  Force  1423 

American  Doctors  Association  1439 

Army  Reserve  1455 

Artisans’  Savings  Bank  1450 

Bank  of  Delaware 1407 

Captain’s  Deck,  SouthPark  Terrace  ..  1447 

Cardiac  Diagnostic  Center  1422 

Comprehensive  Headache  Center 1406 

Crifasi  & Young  Real  Estate  ....  1402,1459 

Delaware  Heart  Group,  P.A 1445 

Delaware  Heart  Institute  1400,1401 

Delaware  Physicians  Insurance 

Purchasing  Group  1424 

Execu-Flow  1477 

For  Rent:  2323  Pennsylvania  Ave 1462 

Helpline  1433 

Internal  Medicine: 

Associate  Desired 1449 

Kirkwood-Milltown  Imaging  1467 

Kramer  Laboratories/ 

CHARCOAL  PLUS 1441 

Eli  Lilly  Industries/CECLOR 1456 

MasterCare  1439 

Medical  Center  of  Delaware 1478 

Medical  Society  of  Delaware 

Insurance  Services  1403 

Medical  Suite 1451 

Medlab  1404,1476 

Merck  Sharp  & Dohme/VASOTEC  ....  1479,1480 

Mid-Atlantic  Stone  Center 1460 

PHICO  Insurance  Company 1463 

Philadelphia  Heart  Institute 1442 

Physical  Therapy  Associates  1472 

Physician  Plans  1430,1431 

Princeton  Insurance  Company 1410,1451 

Rehabilitation  Consultants  1458 

G.  D.  Searle  & Co./CALAN  SR 1415 

Stellimann  Kaissey  Limited 1408 

Take-A-Break  1433 

Vascular  Laboratories  of  Delaware  ...  1468 

Visiting  Nurse  Association 1466 

Wilmington  Audiology  Services 1452 

Wilmington  Financial  Group  1420 

Wilmington  Hospital  1464 

Women’s  Imaging  Center 1434 


Vascular 
Laboratories 
of  Delaware 


MEDICAL  ARTS  PAVILION 
SUITE  112 

4745  STANTON-OGLETOWN  ROAD 
NEWARK  DE  19713 


OUR  LABORATORY  OFFERS  STUDIES 
TO  EVALUATE: 

• VENOUS  - DIAGNOSIS  OF  DVT 

VALVULAR  INCOMPETENCE 

• CEREBROVASCULAR  - CAROTID 

DISEASE 

• ABDOMINAL  - EVALUATES 
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• PERIPHERAL  ARTERIAL  DISEASE 

• IMPOTENCE 

WE  PROVIDE  QUALITY  NON-INVASIVE 
TESTING  INCLUDING  STATE  OF  THE 
ART  DUPLEX  SCANNING 

BILLLIE  GRAY,  RN,  RVT 

MARK  S.  ROSENBLOOM,  M.D. 

BRUCE  A.  FELLOWS,  M.D. 
DIRECTOR 
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